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Abstract 
Dance/Movement Therapy Support for Children Who Have Witnessed Domestic Violence: 
Therapist Perspectives. 
Amy Sorrento 
                                                         Ellen Schelly Hill, MMT 
As one in every four women will experience domestic violence in her lifetime and an 
estimated 1.3 million women are victims of physical assault by an intimate partner each year    
(National Coalition  Against Domestic Violence, 2008), it is important to consider the effects of 
the violence not only on the victim, but also the unforeseen victims who witness these acts of 
violence: children. As witnessing violence between one’s parents or caretakers is the strongest 
risk factor of transmitting violent behavior from one generation to the next (National Coalition  
Against Domestic Violence, 2008), it is important to examine the traumatic effects and 
therapeutic support for children who have witnessed this trauma.  
The overall purpose of this survey study is to describe how dance/movement therapists 
who work with children who have witnessed domestic violence perceive, observe, and 
understand the issues of these children, the dance/movement therapy process and methods the 
therapists use to provide therapeutic support. The study employed a survey design in which the 
researcher interviewed four dance/movement therapists who currently work with children who 
have witnessed domestic violence. The in-person, audio-recorded interviews were 50 minutes 
in length and included questions related to common themes as well as characteristic movement 
patterns observed in the children, structure of the sessions, nature of the therapeutic movement 
relationship and countertransference. The interview text served as data for the analysis. The 
common themes that emerged from the observations of the children were aggregated into the 
three targeted arenas of the  research question: movement patterns, methods/techniques, and 
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therapeutic movement relationship. Common themes related to movement patterns were use of 
Strong Weight , use of Suddenness, lack of coordination, hyperactivity, dissociation and 
shallow breathing. Commonalities in the techniques implemented by the therapists include 
instilling boundaries, providing clear structure, working in the here and now, removing 
obstacles to treatment, and working on gross motor skills. Commonalities in responses for the 
therapeutic movement relationship are that the relationship is key, the therapist serves as ego 
strength, and the management of countertransference, along with how impactive and powerful 
this is. The three emerging themes of the interviews are safety, boundaries, and management of 
countertransference. These themes are guiding principles for interventions made by the 
therapist. These themes may be of more importance than the three arenas targeted in the 
research question.  
This thesis has provided an opportunity to further investigate the clinical understanding of 
dance/movement therapists and their work with children who have witnessed domestic violence. 
The findings of this study conclude that therapists perceive dance/movement therapy to be a 
supportive and important form of treatment for children who have witnessed domestic violence. 
The data collected in this study from the interviews will enhance understanding about children 
who have witnessed domestic violence and dance/movement therapy support for these children.  
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 CHAPTER 1: INTRODUCTION 
 
         The overall purpose of this study is to describe how dance/movement therapists who work 
with children who have witnessed domestic violence perceive, observe, and understand the 
issues of these children, particularly as manifest in movement, the therapeutic movement 
relationship, the dance/movement therapy process as well as methods through which the 
therapists provide therapeutic support. The study employed a survey design in which the 
researcher interviewed four dance/movement therapists who currently work with children who 
have witnessed domestic violence.  
As one in every four women will experience domestic violence in her lifetime and an 
estimated 1.3 million women are victims of physical assault by an intimate partner each year ( 
National Coalition  Against Domestic Violence, 2008), it is important to consider the effects of 
the violence not only on the victim, but also the unforeseen victims who witness these acts of 
violence: children. As witnessing violence between one’s parents or caretakers is the strongest 
risk factor of transmitting violent behavior from one generation to the next (National Coalition  
Against Domestic Violence, 2008), it is important to examine traumatic effects and therapeutic 
support for children who have experienced this trauma. Children who witness acts of domestic 
violence are vulnerable to a variety of issues and conflicts. Children who observe partner 
violence constitute a significant population of at-risk youth (Yates, Dodds, Sroufe & Egeland, 
2003).According to Katz and Low (2004), “The deleterious effect of marital violence on 
children's behavioral and emotional development are well established. Children living in 
maritally violent homes exhibit higher levels of conduct problems, internalizing and 
externalizing behavior problems and more depressive symptoms than do children in nonviolent 
homes"(p. 374). Histories of exposure to marital conflict and violence repeatedly have been 
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linked with children’s patterns of emotional, behavioral, and cognitive coping with stress in other 
contexts; these response patterns, in turn, have been linked with children’s risk for adjustment 
problems (Cummings & Davies, 1994).         
Trauma researchers (van der Kolk, 1996; Rothschild, 2000; Perry, 2005)  propose that it 
is important to engage the body in the treatment of trauma. Even if the trauma has not been 
directly physical in nature the body often becomes the battleground through which the trauma 
gets reenacted (van der Kolk, 1996). Dance/movement therapy, defined as the 
psychotherapeutic use of movement to further the physical, psychological, and social 
integration of the individual (ADTA, 2008 ), is a body based treatment that may be able to 
contribute understanding about the issues which arise from the child’s  experience of  
witnessing domestic violence and provide therapeutic support  to moderate its effects. Although 
it is known that there are dance/movement therapists who are working with these children, 
there is minimal dance/movement therapy literature (Kornblum & Halsten, 2006; Devereaux, 
2007) which directly addresses the witnessing of domestic violence. Most dance/movement 
therapy trauma literature addresses child sexual abuse (Goodill, 1987; Weltman, 1986 ) or other 
forms of childhood trauma.  
This study may benefit children who have witnessed domestic violence by providing 
further understanding of the issues involved and providing information about the 
dance/movement therapy therapeutic process, methods useful to dance/movement and other 
therapists working with this population or those who are interested in doing so. The interviews 
will provide a vehicle for accessing and communicating the clinical understanding and practice 
wisdom of dance/movement therapists who currently work with these children. This may 
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contribute to professional dialogue, raise other questions to investigate, and provide practice 
description that may help shape a best practices therapeutic model for work with these children 
Domestic violence is defined as the willful intimidation, physical assault, battery, sexual 
assault, and/or other abusive behavior perpetrated by an intimate partner against another. 
(National Coalition Against Domestic Violence, 2008)  “The witnessing of domestic violence 
can be auditory, visual, or inferred, including cases in which the child witnesses the aftermath of 
violence, such as physical injury to family members or damage to property”  ( U.S. Dept  of 
Health and Human Services , Child Welfare Information Gateway, 2008). The witnessing of 
domestic violence can be auditory, visual, or inferred, including cases in which the child 
witnesses the aftermath of violence, such as physical injury to family members or damage to 
property”( .S. Dept  of Health and Human Services , Child Welfare Information Gateway, 2008 
). The terms that are described in this literature review, “ child survivors of domestic violence” 
and “children that have experienced domestic violence” ,  may also include the child’s 
experiences of physical or sexual abuse and the witnessing of domestic violence. 
The study is delimited to a small number of dance/movement therapists working with 
children who have witnessed domestic violence in a specific region of the country. The small 
sample size may limit the generalizability of the results. It is also important to note the limitation 
that the researcher can not assume that the information given in a self-report accurately 
represents the children with whom the therapist works or the nature of the dance/movement 
therapy methods the therapist utilizes.  The interviews represent ideas/thoughts/ experiences of 
each dance/movement therapist. 
The research question is, “What is the clinical understanding and self-reported practice of 
dance/movement therapists who are engaged in working with children who have witnessed 
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domestic violence, particularly with regards to the child’s movement patterns, the therapeutic 
movement relationship, and dance/movement therapy methods?  
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CHAPTER 2: LITERATURE REVIEW 
 
2.1  Children and Trauma 
 
2.1.1 Overview of Trauma 
 
            The experience of trauma has the capability to lead to a number of cognitive and affective 
symptoms, which include, although not limited to, the following: intrusive thoughts, feelings and 
images; avoidance of cues associated with trauma, such as restricted affect , and dissociative 
symptoms such as hyperarousal and hypervigilance (Perry, 2005). The Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV-TR 2000) defines a traumatic event as “an event that 
involves actual or threatened death or serious injury, or a threat to one’s physical integrity of self 
or others” (APA, p.218). In  Psychological Trauma,  van der Kolk writes that “The essence of 
trauma is the loss of faith that there is order and continuity in life” (1987, p. 31). Individuals who 
have experienced traumatic events often distance themselves physically and emotionally from 
others, especially those to whom they have had close connections, such as family and friends.  
Moreover, victims of trauma often lose their faith in humanity and may become guarded, 
eventually shutting themselves off psychologically (Weinberg, Nuttman-Schwartz, & Gilmore, 
2005). This is especially true concerning traumatic experiences such as sexual abuse, terror 
attacks or exposure to domestic violence (Weinberg, et al, 2005). According to van der Kolk 
(1987), “Traumatized individuals may gain some sense of subjective control by shunning all 
situations or emotions related to the trauma. They avoid intimate relationships, out of fear of a 
renewed violation of the attachment bond.” (p.3)  van der Kolk (1987) also suggests that a secure 
attachment is “essential” for all areas of healthy functioning in the brain. Individuals who have 
experienced trauma often develop insecure and anxious attachments, due to feeling ashamed 
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(Dutton, 2000).  Avoiding emotional involvement further impacts the significance of life after 
trauma; therefore, the central role of the trauma becomes enhanced (van der Kolk, 1987).  
Traumatic stress reactions become “mechanisms by which the human organism responds to the 
trauma’s impact on brain, mind and [bodily] activities” (O’Donnell, 2006,  p. 157, as cited in 
Brooke, 2006).  Specifically, traumatic stress reactions to overwhelming and confusing 
experiences, such as violence, can take place in many forms, including “disruptions in 
perception, cognition, and emotion” (O’Donnell, 2006,  p. 156, as cited in Brooke, 2006). If the 
traumatic stress reactions are left untreated, poorly treated or ignored, such reactions can lead to 
forms of brain, mind and body “ dysregulation” that may persist into adulthood (O’Donnell, 
2006, as cited in Brooke, 2006). 
2.2 Impact of Trauma on Child Development 
 
            Violent, traumatic events overwhelm a child and disrupt homeostasis; this creates a 
response that leads to a less functional state of equilibrium (Perry, 2001). Children that are raised 
in environments with chaos, neglect and threats do not have the fundamental developmental 
experiences necessary to express their genetic potential to self-regulate, relate, communicate and 
think. (Franey, Geffner, & Falconer, 2001, as cited in Perry, 2005). Violent environments have 
various effects on multiple intrapersonal and interpersonal levels; this spectrum of effects can 
manifest into a self-perpetuating cycle (Blair, 2002).  Essentially, being exposed to violent 
environments influences the full spectrum of functioning, which includes emotion, behavior, 
gene expression and brain mechanisms (Glaser, 2000).  
           In the last ten years there has been a dramatic growth in research on brain development 
and the role of early experiences (Groves, 2002).  Along with this trend has come research on the 
role of trauma or negative experiences on very young children; experiences in life are far more 
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important to the developing brain than was previously thought.  Research has demonstrated that 
brutality, cruelty and abuse leave indelible marks on the chemistry of a young child’s brain 
(Groves, 2002). A child's brain, in development, is malleable, thus making children vulnerable to 
variances of experience. (Schwartz & Perry, 1994). Some deprivation and neglect may not be 
reversible with time. Specifically, mediated brain functions as humor, empathy, attachment and 
affect regulation can be compromised. (Mohr & Fantazzo, 2000). “The deprivation inflicted by 
the experience of trauma may also result in inactivation of neurochemical cues and 
responses…this may explain why neglected children are extremely insensitive to any 
interventions such as therapy throughout their development.” (Mohr & Fantazzo, 2000, p. 74). 
After exposure to trauma, the systems in the brain will reactivate when the child is reminded of 
the traumatic event (Mohr & Fantazzo, 2000). “Such stimulus reminders as dreams or thoughts 
about the trauma may generalize, leading to the repeated reactiviation of the stress-response 
system” (Mahr & Fantazzo, 2000, p. 76). 
           Rizzolatti, Fogassi, & Galese (2001) have found that various experimental methodologies 
and techniques have demonstrated the existence in the human brain of a mirror neuron system 
which matches action perception and execution ( Galese, Eagle, & Mignone (2007). During 
action observation there is a strong activation of premotor and parietal areas ( Galese, et.al, 
2007).  The observer in a situation experiences an automatic activation of the same neural 
network active in the individual that is performing the action ( Galese, et.al, 2007).When mirror 
neurons fire, during both action and observation, they result in an impactive emotional state ( 
Galese, et.al, 2007). This “impactive emotional state” is traumatizing to the developing brain of a 
child and can be detrimental to a child’s overall functioning throughout their development.  
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           Perry and colleagues (1997) conducted several studies on the neurochemistry of the brain 
and the impact of trauma and abuse on the developing brain of a child.  These studies concluded 
that children's chronic exposure to traumatic events leads to their chronic overactivation of the 
human stress response.  This reaction, in turn, leads to a consistent state of hyperarousal in the 
child. This dual reaction highlights the subsequent increase in aggressive and impulsive 
behaviors of children who have been traumatized (Perry, 1997). Therefore, Perry argues that 
when an infant is traumatized, the adolescent will remain equally so (Perry, 1997).  
 Neglectful, chaotic and terrorizing environments will increase a child’s risk for significant 
problems in all domains of functioning. The specific symptoms of physical signs a child 
develops following maltreatment or trauma will reflect the history of neural activation or, in the 
case of neglect, the history of activation. ( Perry, 2005). Neuropsychiatric symptoms and signs 
present in maltreated or traumatized children are related to the nature, timing, pattern and 
duration of their developmental experiences, both adverse and protective (Perry, 2005). “At any 
age, however, when people are faced with frightening situations, their brains begin to shut down 
in their highest cortical regions first” (Perry, 2005, p. 71). Therefore, individuals who are 
threatened lose the capacity to plan, or to feel hunger, because neither are pertinent to immediate 
survival.  People can even lose the ability to “think” or even speak during an acute threat. (Perry, 
2005)  
 Furthermore, when people are threatened, they react. “With prolonged fear there is the 
possibility for chronic or near-permanent alterations in the brain.” (Perry, 2006, p.50).  The brain 
alterations that result from lingering terror, especially early in life, may cause an enduring shift 
to a more impulsive and aggressive and less considerate and compassionate manner of 
responding to the world (Perry, 2006). 
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2.3 Child Witness to Domestic Violence 
 
2.3.1 Overview of Domestic Violence:    
 
According to The National Coalition Against Domestic Violence (2008), “domestic 
violence” is defined as the willful intimidation, physical assault, battery, sexual assault, and/or 
other abusive behavior perpetrated by an intimate partner against another. Domestic violence is 
not typically a singular event and is not limited to only physical aggression. Rather, it is the 
pervasive and methodical use of threats, intimidation, manipulation and physical violence by 
someone who seeks power and control over their intimate partner. Abusers use a specific tactic 
or a combination of tactics to instill fear and dominate their partners. The strategies used by 
abusers are intended to establish a pattern of desired behaviors from their victims. Perpetrators 
often identify certain behavior(s) as the reason(s) or cause(s) of the abusive behavior; therefore, 
they intend for their abusive verbal and physical actions to alter or control that behavior (U.S. 
Dept  of Health and Human Services , Child Welfare Information Gateway 2008). 
 The U.S. Advisory Board on Child Abuse (2009) suggests that domestic violence may be 
the single major pre-cursor to child abuse and neglect fatalities in this country. One in every four 
women will experience domestic violence in her lifetime and an estimated 1.3 million women 
are victims of physical assault by an intimate partner each year (The National Coalition Against 
Domestic Violence, 2008). Studies estimate that 10 to 20 percent of children are at risk for 
exposure to domestic violence. Research also indicates children exposed to domestic violence 
are at an increased risk of being abused or neglected, and that a majority of studies reveal there 
are adult and child victims in 30 to 60 percent of families who experience domestic violence 
(The U.S. Advisory Board on Child Abuse, 2009).  
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2.3.2 Etiology of Domestic Violence 
 
 
As a learned behavior, domestic violence can be influenced by families and social 
institutions; this may influence children's and adults' acceptance of it. Children can learn abusive, 
aggressive and violent behaviors through observations of domestic violence; one's experience of 
victimization; and exposure to community, school, or peer group violence (Groves, 2002). 
Cummings & Davies (1994) propose that children learn “scripts” from parents that reinforce the 
use of aggression in order to obtain what they want. These “scripts” have a negative impact on 
the child and ultimately give them permission to behave in an aggressive manner when dealing 
with interpersonal  and conflictive situations (Cummings & Davies, 1994) A child who witnesses 
domestic violence begins to view the world in a unique lens of the original trauma and will 
approach the world with this foundation. Further, high levels of adrenergic and cortisone 
derivative substances remain after an original trauma has occurred. These residues can 
permanently alter the neurosynaptic junctions in a way that fixates impulsive and aggressive 
responses as well as memories (U.S. Dept of Health and Human Services, Child Welfare 
Information Gateway, 2008).  
 Cultural values and beliefs, often communicated through the media and other societal 
institutions, can reinforce violence. Peplar, Cattallo, & Moore (2000) claim that “Once an 
aggressive interaction style is learned, our society provides ample reinforcement through the 
media to support the belief that it is appropriate to combine power and aggression.” (p.39). The 
perpetrator's violence is further validated when peers, family members or others in the 
community (e.g., coworkers, social service providers, police, or clergy) either ignore the abuse 
and fail to provide consequences, or are inflicting abuse on the child themselves (Groves, 2002). 
As a result, the perpetrator can learn that this behavior is justifiable and acceptable. A study by 
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Jaffe, Wolfe & Wilson (1990) compared boys who had been physically abused and had 
witnessed domestic abuse to boys who had experienced neither. The researchers found that the 
group who were physically abused and had witnessed domestic abuse were more likely to be 
abusive towards others. The group of physically abused boys who had also witnessed domestic 
abuse were likely to “externalize, be disruptive, demonstrate physical as well as verbal 
aggression towards people and animals” (Jaffe, et al, 1990, p. 41). In a study of male perpetrators 
of violence (Lisak, Hopper & Song, 1996), the researchers found that 70% of the perpetrators 
who had inflicted physical abuse on an intimate partner had themselves been victimized or 
witnessed it as children. Caesar (1988) states that abusive men are more likely to have witnessed 
interparental violence at some time in their childhood.  Although researchers debate over a 
definitive theory to explain domestic violence, most agree that it is an insidious problem 
requiring a complex solution (U.S. Dept of Health and Human Services , Child Welfare 
Information Gateway, 2008).  
One study discovered that domestic violence behavior transmits across generations (Jin, 
Eagle, & Yoshioka, 2007). Such factors as poverty, substance abuse, psychopathology, the 
impact of culture and presence of abuse in the home are at the possible origins of domestic 
violence. Children may learn that being abusive is an acceptable means for obtaining control, 
that violence is thus justifiable, and that traditional power “imbalances” between men and 
women are acceptable (Pepler, Catallo, & Moore, 2000).  In a study by Jin, Eagle, & Yoshioka 
(2007), sixty-eight men of Chinese ethnicity were enrolled in a mandatory treatment program 
after being arrested for domestic violence charges.  76% of the men reported witnessing some 
form of violence in their childhood. Early exposure to marital violence had a significant 
relationship to having a positive attitude toward marital violence (Jin et al, 2007).   
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George, Hibbeln, Ragan, Umhau, Phillips, Doty,  Hommer & Rawlings (2000) 
investigated the link between fear and aggression in perpetrators of domestic violence.  The 
controlled study administered the panicogenic agent sodium lactate to a select group of 
perpetrators (71) and comparison groups (George et al.,2000). Results of the study showed that 
all of the perpetrators exhibited exaggerated lactate-induced fear, panic and rage; the perpetrators 
reported that they experienced similar symptoms at the time of the occurrences of domestic 
violence. The subject perpetrators also demonstrated a predominance of DSM-III-R diagnoses of 
anxiety/phobic disorders. These results led the researchers to examine the biological mechanisms 
that could contribute to the exaggerated fear-related responses and, ultimately, to acts of 
domestic violence (George et al., 2000).  
George and colleagues (2006) performed in-depth clinical interviews and formal 
diagnostic evaluations on the 71 perpetrators who participated in the previously described study 
by George and colleagues (2000). The researchers found that the perpetrators exhibited a 
characteristic set of behaviors which included affective instability.  The affective instability was 
typified by rapid changes in mood, little insight into their own behavior, increased sensitivity to 
environmental stimuli, increased anxiety and disturbances to control fear conditioning as well as 
fear avoidance (George, et al, 2006). There were also common themes in the subjects' behavioral 
issues in childhood and through adolescence. The perpetrators frequently reported that during 
their childhood they had repeated hostile interactions with their siblings and peers: these 
behaviors ranged from teasing and bullying to physical assault (George et al, 2006). As early as 
elementary school, perpetrators reported that they felt out of control, threw objects and 
overturned desks when confronted by authority figures. As the perpetrators reached their late 
teens or early twenties and left their family of origin, the focus of their aggressive behaviors 
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typically shifted toward intimate relationships, though at times it was also self-injurious (George 
et al, 2006).  Perpetrators also exhibited a characteristic set of psychiatric diagnoses including 
post-traumatic stress disorder, borderline personality disorder and major depression (George et 
al, 2006). These results implied that many of these characteristic behaviors and diagnoses can be 
linked to fear conditioning and fear avoidance. This linkage provides a foundation for a model to 
further understand the etiology of domestic violence and to gain new insight into future treatment 
(George et.al, 2006).  
 Herrenkohl & Widom (1997) conducted a study in which a sample of perpetrators of 
domestic violence, then receiving treatment in an intensive out-patient clinic, were questioned in 
verbal interviews about their mental health histories, family history of mental health as well as 
family history of domestic violence. The researchers found that pre-existing mental disorders, as 
well as family histories of domestic violence and mental health issues, can affect the subsequent 
onset of domestic violence (Herrenkohl & Widom, 1997). The researchers conclude that 
domestic violence has a  prominent intergenerational continuity, which implies that at least a 
portion of individuals  raised in abusive families either differentially place themselves into 
abusive relationships as adults and/or differentially fail to leave ongoing abusive relationships 
(Herrenkohl & Widom, 1997).   
2.3.3 Impact of Domestic Violence on the Child Witness: 
 
 
               Domestic violence affects not only the battered victim, but all members of the family, 
including the children who witness it. Witnessing violence between one's parents or caretakers 
remains the strongest risk factor of transmitting violent behavior from one generation to the next 
(U.S. Dept  of Health and Human Services, Child Welfare Information Gateway 2008).  
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Therefore, it is important to examine the traumatic effects. One can witness domestic violence 
through auditory, visual or inferred methods, including cases in which the child witnesses the 
aftermath of violence, such as physical injury to family members or damage to property (U.S. 
Dept of Health and Human Services, Child Welfare Information Gateway, 2008). The terms 
described in this literature review, “child survivors of domestic violence” and “children that have 
experienced domestic violence,” may also include the child’s experiences of physical or sexual 
abuse and witnessing domestic violence. 
        Children who witness acts of domestic violence are vulnerable to a variety of issues and 
conflicts.  Domestic violence is a persistent, cyclical traumatizing experience with a range of 
negative consequences for those affected by it (Groves, 2002), and children who observe partner 
violence “constitute a significant population of at-risk youth” (Yates, Dodds, Sroufe & Egeland, 
2003, p.200).  Youths exposed to violence, threat, and neglect become undersocialized; this 
places them at an increased risk for emotional, behavioral, social, cognitive and physical health 
problems (Franey, Geffner, & Falconer, 2001, as cited in Perry, 2005). More specifically, partner 
violence “represents a major perturbation that has the potential to profoundly influence 
development. The intense stimulation and threat to partner violence is terrifying for the child 
witness” (Yates et al, 2003, p.200).  Children of all ages are impacted by domestic violence, with 
infants and preschoolers showing low weight gain, poor sleeping habits, irritability and other 
evidence of distress, including regression (Humphreys, 1995). School-age youth, especially 
adolescents, repeatedly show increased levels of depression, withdrawal, anxiety, as well as 
aggressive and/or delinquent behaviors, as compared to children from nonviolent households 
(Cummings, Pepler, & Moore, 1999; McFarlane, Groff, O’Brien, & Watson, 2003, as cited in 
McFarlene , Malecha., Watson., Grist., Batten, Hall, & Smith, 2007).  
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 Elementary age boys who witness domestic violence are twice as likely to abuse their 
own partners and children in maturity (Strauss, 1990). Roberts, Klein, & Fisher (2003) 
investigated the longitudinal effects of intimate partner violence between parents and associated 
high risk behavior among their adolescent children. The occurrence of intimate partner violence 
was associated with higher rates of depression in male and female adolescents.  There was also 
an increased rate of antisocial behavior, involvement in substance abuse and suicidal tendencies 
among female adolescents (Roberts, et al, 2003). 
In a longitudinal study by McCloskey & Lichter (2003), various forms of aggression 
were measured in a sample of 300 adolescent men and women who had early childhood 
exposure, between the ages of 6-12, to marital violence. The participants reported their initiation 
of physical and verbal aggression with peers, dating partners and parents. The results of 
information about empathy, depression and anxiety indicated that exposure in childhood to 
marital violence was a strong predictor of aggression towards peers and dating partners as well 
as depression during adolescence (McCloskey & Lichter, 2003). Women with increased levels of 
depression from the occurrence of marital violence, were more likely to engage in peer and 
dating aggression during adolescence. Higher levels of empathy were correlated to 
disengagement in aggressive behaviors in both men and women. Researchers have found that if 
children are able to develop a mature capacity for empathy, even with a history of an abusive 
background, they are more likely to have less aggressive behaviors toward peers (LeSure-Lester, 
2000) 
McFarlene et al (2007) suggest that developmental psychopathology (Rutter & Sroufe, 
2000) can be used to enhance understanding about how children attempt to adapt to harsh events, 
such as intimate partner violence, at the expense of developmental milestones, which results in 
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an overall sense of compromised functioning. Developmental psychopathology emphasizes the 
role of developmental processes, the consideration of context, and the effect of multiple and 
interacting events in shaping adaptive and maladaptive development (Rutter & Sroufe, 2000). 
McFarlene et al (2007) conclude that violence between parents may prompt a child to 
accommodate to the violence with an insecure, hypervigilant approach to relationships, 
characterized by strong emotions of hostility or fear. McFarlene et al (2007) states that 
“Children’s emotional and behavioral problems, when associated with domestic violence, can be 
considered efforts to adapt to a maladaptive environment related to the excessive stress 
experienced by the abused mother.” (p.75).  
Wolak & Finkelhor (1998) review the current literature about the affect that partner 
violence has on children. This approach includes the various ways that children react to and cope 
with violence in their homes, with the study authors' focusing on  developmental differences. 
The study addresses symptoms of children who are exposed to partner violence and the impact of 
this violence. There are indications that children who have witnessed partner violence are at an 
increased risk of experiencing emotional and conduct disturbances as well as deterioration in 
peer and family relations (Wolak & Finkelhor, 1998).  
Researchers have examined the direct and indirect effects of domestic violence on young 
children’s intellectual and emotional functioning as opposed to the intellectual functioning of 
children who had been exposed to domestic violence (Graham-Bermann & Levendosky, 1998 & 
Huth-Bocks, Levendosky, & Semel, 2001). The researchers investigated these effects through 
the use of direct observations, various forms of psychological testing and assessments of a 
sample of children who have been exposed to domestic violence in a school setting as compared 
to a sample of children who had not. The studies found that children who are exposed to 
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domestic violence manifest greater difficulties in developing empathic and verbal abilities 
(Graham-Bermann & Levendosky, 1998 & Huth-Bocks, et al, 2001  
Yates, et al (2003) investigated the effect of male-to-female partner violence in the home 
on children’s behavioral issues. The participants were recruited from the  Minnesota Parent-
Child Project, a 25-year longitudinal study of developmental adaptation within in a sample of 
young mothers living at the poverty level (Yates et al, 2003). Data was collected at several points 
in time from multiple sources, including psychological tests, assessments, interviews, 
questionnaires, direct observations of the children and mother-child interactions (Yates, et al, 
2003). The researchers found that children’s exposure to partner violence in the home 
contributed significantly to children’s behavioral problems and overall behavioral adjustment. 
Based on this data, the researchers found that children who have witnessed partner violence 
during their middle and later years of development experience multiple levels of stress. The 
study concludes that exposure to parental violence in the early years of a child’s development 
can impact the child on several levels, causing vulnerability, an impact on their ability for self-
regulation, effects on their relationships with others, and parentification of the child (Yates et al, 
2003). They are placed at a high risk for numerous issues though out their lifetime (Yates et al, 
2003).  
Substantial evidence indicates that witnessing partner violence does have a profound 
impact on the behavioral adjustment level in children. Lieberman Van Horn & Ozer (2005) 
conducted a study with a focus on preschoolers that have witnessed acts of marital violence. This 
study examines a specific population of children who witnessed their fathers' inflicting violence 
upon their mothers. The impact of witnessing violence between parents may be more severe in 
younger children than in older children (Fantazzo & Mohr, 1999 as cited in Lieberman, et al, 
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2005), and the child’s age and developmental level can influence his or her response to marital 
violence (Pynoos, 1993, as cited in Lieberman, et al., 2005). Lieberman et al (2005) found that 
the quality of the mother-child relationship mediated the connection between child behavior 
problems and the life stress of the mother. Another important finding in this research relates to 
the amount of violence a child witnesses and its relationship to an increase in problems for 
children behaviorally (Liberman, et al, 2005). Lieberman states that “parenting practices may 
serve to protect children from the potentially disruptive effects of interpersonal conflict on 
children’s ability to regulate their emotions” (p. 297).   
In a study by Johnson & Lieberman (2007), a sample of preschool-aged children, whose 
mothers were physically abused by a partner, was investigated to identify aspects within the 
family relationship that may protect young children from the harmful effects of family violence 
(Johnson & Lieberman, 2007).  The researchers investigated the associations between both 
externalizing and internalizing behavioral problems and two categories: the mother’s attunement 
to their child’s angry and sad emotions; and the quality of the mother-child relationship in 
preschoolers.  The findings in this study indicate that the internalizing behavioral problems of 
children were directly linked to the quality of the mother-child interaction.  Mother-child 
relationships that were more adaptive were associated with a significant decrease in internalizing 
behavioral problems (Johnson & Lieberman, 2007).  When the mother-child relationship was 
more adaptive and the mothers were more attuned to the child’s emotions of sadness and anger, 
the children were reported to have fewer externalizing problems (Johnson & Lieberman, 2007).  
         In many children who have witnessed traumatic violence, the researchers at Child Witness 
to Violence Project (Groves, 2002) have come to believe that certain themes are almost universal 
in children’s responses. In the sessions with the children, the first recurring theme was a disbelief 
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in a safe environment. According to Mohr & Fantazzo (2000),  the experience of viewing a 
traumatic and violent event can cause drastic changes in the child’s sense of safety and security 
in relationships. Children begin to perceive their world as dangerous, unpredictable and hostile. 
The perceived danger to the child depends on the personal meaning he or she ascribes to the 
event; therefore, it becomes the template through which the child views the threat (Mohr & 
Fantazzo, 2000). Many child witnesses of traumatic violence demonstrate a constant 
hypervigilence, as they appear to be “on guard” for the next potentially traumatic occurrence 
(Groves, 2002). They are acutely sensitive to their surroundings, which can take a drastic 
emotional and physical toll on the young. Hypervigilance and acute sensitivity affect the nervous 
system, in the form of a chronic overactivation of the neurochemical stress response (Perry, 
2001). Witnessing violence also affects a child’s developing capacity for reality testing. This is a 
particular developmental issue for preschoolers, who are only beginning to make the distinction 
between what is real and what is imaginative (Groves, 2002). For this age group in particular, 
Groves (2002) states that actual violence may be “overwhelming and extremely frightening, as 
the violence may become confused with the child’s own inner fantasies and fears” (p.41).  
Another theme that has surfaced from the work with young witnesses of violence is that adults 
are not emotionally available, do not have the ability to be trusted and that they cannot offer 
children protection (Groves, 2002). Witnessing persistent violence and marital conflict 
undermines a child’s sense of emotional security (Davies & Cummings, 1994). 
Katz & Low (2004), describe two hypotheses that were tested regarding the relationship 
between marital violence and pre-school aged children’s adjustment level. Two predominant 
questions addressed in this study investigated the relationship between co-parenting and family 
dynamics: whether these family dynamics mediate the extent of the relationship between the 
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occurrence of marital violence and issues/outcomes in children, and if these dynamics and 
issues/outcomes have an impact on children’s ability to function independently. The results 
suggested that there is in fact a relationship between children’s anxiety/depression and the 
occurrence of marital violence.  The “deleterious” effect of marital violence on children's 
behavioral and emotional development are well established (Katz & Low, 2004). “Children 
living in maritally violent homes exhibit higher levels of conduct problems, internalizing and 
externalizing behavior problems and more depressive symptoms than do children in nonviolent 
homes” (p.374). 
 The impact and aftereffects of stress in response to witnessing domestic violence has a 
profound affect on children. Cummings & Davies (1994) reviewed various literature sources 
regarding children’s exposure to domestic violence and the correlation to stress in the child’s 
life, along with behavioral issues. The authors found that exposure to marital conflict and 
violence repeatedly has been linked with children’s patterns of emotional, behavioral, and 
cognitive responses to cope with stress in other contexts; these response patterns, in turn, have 
been linked to children’s risk for adjustment problems (Cummings & Davies, 1994). A study 
conducted by Lee (2001) investigated the correlation between children’s behavioral issues 
following divorce and/or separation and the occurrence of marital violence. A sample of 50 
children between the ages of 6 and 12 who had separated or divorced parents were recruited for 
the study from a children’s mental health agency. 36% of the children were from homes with 
occurrences of marital violence (Lee, 2001). The following were administered to the parents of 
the children in this study: The Conflict Tactic Scale (CTS), here utilized to measure marital 
violence, is a questionnaire requiring the parent to indicate the frequency of their involvement in 
physical and/or verbal aggression with the other parent in the home; The Achenbach Child 
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Behavior Checklist (CBCL), a measurement tool to assess children’s behavioral symptoms upon 
the Mothers’ report; along with The Index of Parental Attitudes (IPA), here utilized to measure 
problems in the parent-child relationship (Lee, 2001). The findings concluded that the mother’s 
reports of marital violence were directly associated with the internalizing behavioral issues in the 
children and, furthermore, that marital violence negatively impacts children’s overall behavioral 
adjustment. Emotions shared by all of the children in the study, which included anger, 
depression, anxiety, and others, were directly related to the occurrence of marital violence (Lee, 
2001).  
       Domestic violence effects not only the stress of children but their physical health as well.  
Saltzman, Holden, & Holahan (2005) investigated the psychobiology of a small sample of 
elementary school age children who have been exposed to marital violence. The mothers of the 
children reported information about the occurrence of martial violence at home. Through a 
course of supportive testing, predominantly with the mothers present, this study found that 
children who have witnessed marital violence had higher levels of heart rate, altered biological 
functioning and a differing sympathetic nervous system, when compared to children who had not 
been exposed to marital violence. A recent study recruited preschool age children who were from 
low-income families in Michigan (Graham-Bermann & Seng, 2005). A local mental health 
agency and health clinic referred these mothers and children.  Clinical interviews were held with 
the mothers, and additional questionnaires were administered which requested information about 
the occurrence of domestic violence and frequency as well as types of medical issues that 
occurred if the child was exposed. Their mothers reported incidents of domestic violence in the 
home and disclosed that their preschool-aged children in the study had witnessed this violence. 
The researchers found that nearly half (46.7%) of the children in the study had been exposed to 
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one or more incidents of mild or severe violence in the family (Graham-Bermann & Seng, 2005). 
Children who had been exposed to violence suffered multiple symptoms, which included post-
traumatic stress disorder, bed-wetting and nightmares. The children who had been exposed to 
violence in the family were at a greater risk than their peers of having allergies, asthma, 
gastrointestinal problems, headaches and flu (Graham-Bermann & Seng, 2005). Based on direct 
clinical experience, Augustyn (1995) suggests that children who are exposed to domestic 
violence may experience a number of physical ailments which include stomachaches, headaches, 
diarrhea, peptic ulcers and asthma. Children are also vulnerable to become unintentionally 
injured during violent episodes, as innocent bystanders or when trying to intervene (Augustyn, 
1995).  
Rivara, Anderson, Fishman, Bonomi, Reid, Carrell, & Thompson (2007) conducted a 
longitudinal cohort study to determine whether there were differences in health care costs and 
utilization for children whose mothers experienced intimate partner violence versus those who 
did not. 760 children of mothers who did not have a history of intimate partner violence, and 631 
children of mothers with a history of intimate partner violence since the age of 18, were 
participants in this study. The study compared 1) health care utilization and overall costs for 
children before, during and after intimate partner violence exposure to 2) utilization and overall 
costs for children with non-abused mothers( Rivera et al, 2007).Health care utilization and health 
care costs were higher in most categories of care for children of mothers with a history of 
intimate partner violence, with significantly higher values for primary care visits, primary care 
costs, laboratory costs and mental health services (Rivera et al, 2007). Children who were 
exposed directly to intimate partner violence had a greater rate of emergency department visits 
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and primary care use during the intimate partner violence; they were also three times as likely to 
utilize mental health services after the intimate partner violence had ended (Rivara et al, 2007). 
Further research suggests that exposure to domestic violence has an impact on the 
developmental well being and overall health of children as well as adolescents (Holt, Buckley, & 
Whelan, 2008). This research by Holt and colleagues undertook a comprehensive search of 
identified databases within an 11-year framework (1995–2006). This database research yielded 
over 1000 articles. The researchers explored impact across four separate, yet inter-related 
domains: domestic violence exposure and child abuse; impact on parental capacity; impact on 
child and adolescent development; and exposure to additional adversities (Holt, et al 2008). This 
review found that children as well as adolescents living with domestic violence are at an 
increased risk of experiencing physical, sexual and emotional abuse. According to Edelson 
(1999), “Children of mother’s that are victims of  domestic violence have an increased 
vulnerability to being abused, as perpetrators of domestic violence also often abuse children in 
the household” (p. 140). The review by Holt, et al ( 2008), also found that children as well as 
adolescents living with domestic violence are at an increased risk of developing emotional as 
well as behavioral problems, having compromised immune systems and being exposure to other 
adversities throughout their lives (Holt, et al 2008). A strong relationship with, as well as 
attachment to, a caring adult, usually the mother, is a protective factor which can decrease the 
impact of the violence (Holt, et al 2008).  
Overall, in considering this assorted information, children’s exposure to violence can 
instill physiological, social, cognitive and emotional effects (Graham-Bermann & Seng, 2005). 
With this in mind, the challenge lies in better understanding how children might be protected 
  24
  
   
from the adverse effects of violence and the types of therapeutic support that can be 
implemented.  
2.3.4 Child Witness to Violence Project 
 
 
           In the early 1990’s, clinical coordinators and staff at the Family Developmental Center in 
Boston began to explore the impact that witnessing violence had on children and consider the 
need for further services for this population. As a result, the staff designed a study of families 
with children, age six and under, who were receiving pediatric services at Boston Medical 
Center. This study was designed to obtain more accurate information about the rate of young 
children’s exposure to domestic violence     (Groves, 2002). A questionnaire was given to the 
115 mothers who were recruited from the waiting room of the clinic. Each participant engaged in 
a clinical interview, in which questions were presented that inquired about their children’s 
exposure to violence. Results from the study showed that 47% of the mothers reported that their 
child had heard gunshots and 94% of the mothers reported more than one occurrence of this; 
20% of the children had witnessed multiple occurrences of hitting, kicking and shoving in the 
home; while 10% of the children had directly witnessed a person being attacked with a knife in 
the home or had witnessed a shooting in the neighborhood (Taylor, 1994). The findings from this 
study indicate an alarming frequency of children being exposed to violence. As a result of the 
data from this study, grant funding was secured to create The Child Witness to Violence Project 
in 1992. As a branch of the Department of Pediatrics at Boston Medical Center, the program 
consists of counseling services for children who have witnessed violence and their families by 
therapists and child development specialists (Groves, 2002). It has been nationally recognized for 
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making a significant contribution to enhance the understanding of how exposure to violence 
affects young children (Groves, 2002).  
2.4 Therapeutic Support for Child Trauma 
 
2.4.1 Overview of Treatment Approaches for Child Trauma: 
 
 
                Trauma researchers (van der Kolk, 1996; Rothschild, 2000; Perry, 2005) argue for the 
importance of bodily treatment of trauma.  Even if the trauma has not been directly physical in 
nature, the body often becomes the battleground through which the trauma gets reenacted (van 
der Kolk, 1996). This trauma can appear in the forms of a fight-flight response, freezing, self 
mutilating, self-injurious behavior, addictions, dissociation and fragmentation, all of which can 
be observed in the body (van der Kolk, 1996). These actions take place because “Children who 
have witnessed violence often are reluctant to speak with others about their experiences” 
(Osofsky, 1993, p. 38). The Broca area of the brain, the language center, will “shut-down” in the 
face of terror (van der Kolk, 2003; Perry, 2005). Children with brainstem-mediated 
hypervigilance, impulsivity and anxiety require patterned, repetitive brainstem activities to begin 
regulation and organization of these brainstem systems; talking, or even therapeutic relational 
interactions, are not particularly effective at providing brainstem-altering experiences for 
children (Perry, 2005).  The use of play and engaging in activities are the natural mediums of 
communication for children (Landreth, 2002). This information concludes that non-verbal 
modalities, such as play, art, music, and movement, are supportive interventions for children who 
have experienced trauma. Some clinicians that provide treatment for children who have 
experienced trauma have identified additional interventions, including emotional and self 
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regulation, development of coping skills, community-based treatment and self-advocacy 
education/awareness (Saxe, Ellis, & Kaplow, 2007). 
2.4.2 Play Therapy 
 
 
         Play therapy does not require that children cognitively relive past traumatic events and 
further decreases the capability for the child to be re-traumatized (Bethel, 2006, as cited in 
Brooke, 2006). Play therapy can be utilized as an avenue for children to regain a sense of control 
over their environment without reliving the trauma ( Kauson, Cangelosi & Schaefer, 1997). A 
developmental play therapy modality has been implemented with children who have witnessed 
domestic violence and were residing in a shelter home (Senroy, 2008, as cited in Brooke, 2008). 
The Embodiment-Projection-Role Play Therapy Approach (E-P-R), a developmental paradigm, 
uniquely charts the progression of dramatic play from birth to 7 years of age. This approach, 
which is based on extended observations with babies, young children, and pregnant women, 
provides a parallel progression alongside other developmental processes such as physical, 
cognitive, emotional and social (Jennings, 2007, as cited in Brooke, 2008).  By engaging in this 
type of therapy, children learn methods of problem solving and conflict resolution and gain the 
experience and skills to engage in the social world. E-P-R can be used as the markers of like 
changes which are ritualized through playing and drama from one stage to the next (Jennings, 
2007, as cited in Brooke, 2008). E-P-R formed the basis of therapeutic support in a 12-week 
program, with the group of female children ages 5-7 who witnessed domestic violence, by 
providing a therapeutic environment for the children to explore their feelings around domestic 
violence and feeling unsafe. Self-esteem related activities were also included in this program. 
The goal was for the children to regain and redevelop healthy, trusting relationships with the 
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adults and to see them as positive role models as well as caregivers in a safe environment 
(Senroy, 2008, as cited in Brooke, 2008). E-P-R effectively explored the children's experience 
with domestic violence. Therapeutic play sessions provided a space to find out how these 
children were able to express as well as explore their emotions, and to enhance their ability to 
heal themselves. The children learn to regain and redevelop healthy/trusting relationships with 
adults through proactive, positive interaction (Jennings, 2007, as cited in Brooke, 2008)). 
2.4.3 The role of body based interventions 
 
 
     “Words can’t always tell the story when children are exposed to extreme violence, sexual 
abuse and terror” (Crenshaw & Hardy, 2007, p.160). Dance, drumming, music, massage-
patterned and repetitive sensory input will provide the type of experiences that can influence 
“brainstem neurobiology” and will lead to smoother functional regulation (Perry, 2005). The 
sensations and actions that have become stuck in and after a traumatic event need to be 
integrated into the treatment process, so that the person can regain a sense of familiarity and 
efficacy in the body (Moore, 2006, as cited in Devereaux, 2008). Berrol (1992) described the 
body as a “container” in which movement can serve as a form of mediation.  Treatment through 
the body can organize cognitive and emotional function that will support the facilitation of 
change. The use of rhythm, structure and cohesion that body-based interventions provide helps 
the child to develop and understand healthy boundaries. With body-based interventions, children 
can begin to trust their environment, as they can create their own safe place. Body-based 
interventions also facilitate the child’s use of grounding and supports them to organize their 
movement, as they enhance their sense of self.  O’Donnell (2006) states that “rebuilding a 
traumatized child’s inner world in an attempt to restore a stable sensory-perceptual foundation is 
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the goal of traumatic stress interventions through movement” (p.157) Some of the approaches 
that incorporate meditation and movement techniques will have the ability to highlight the mind-
body interface where development of traumatic stress reactions occurs (O’Donnell, 2006, in 
Brooke, 2006). The tactile stimulation, sensory activation and locomotion that movement 
provides initiates a cycle of positive response which centers on improvements in body image, 
cognitive-affective processing and self-regulation (O’Donnell, 2006). Because a large portion of 
domestic violence and exposure to domestic violence is inflicted upon the body, the importance 
of body-based interventions is crucial in order to facilitate the healing process for the trauma. 
“When trauma enters our lives, we merely exist and cannot live as fully as we would wish. Our 
creativity is stifled at traumatic times but, with encouragement, it can grow and be used to heal 
the hurt” (Bannister, 1997, p. 71). 
2.5 Creative Therapies with Child Trauma and Witness of Domestic Violence: 
 
2.5.1 Art Therapy: 
 
             Art therapists utilize a multitude of materials to foster creativity and make a connection 
with their clients. Art therapy is a vehicle through which child survivors of domestic violence 
can begin to heal by finding and creating peace in their lives.  By uniting creative interventions 
with comprehensive treatment goals, art therapists can support these children in increasing their 
self-esteem and building healthier communication and relationships, while rediscovering the joy 
and innocence of simply being a child (Carleton, 2008, as cited in Brooke, 2008). For a 
traumatized child, art expression may focus on the effects of violence and on the situational 
factors causing dysfunction: through the art product, the child focuses on the whole constellation 
of feelings and experiences associated with the violence (Malchiodi, 1990).  An art therapist 
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working with children who have been victims of and witness to domestic violence implemented 
a five-stage process in her treatment. In the first stage of safety and trust, the therapeutic 
intervention is cooperative drawing. In the second stage of Emotions, the therapeutic intervention 
is Clay Sculpture Journey. While in the third stage of Relationships, the Therapeutic Intervention 
is Puppet Making. In the fourth stage of Communication/Conflict Resolution, the therapeutic 
intervention of creating a game assists children in learning methods for effective communication 
and gaining tools that they can utilize when challenges inevitably arise. In the fifth stage of self-
esteem, the therapeutic intervention is Art to Share. Low self-esteem is one of the detrimental 
effects of domestic violence on children. Therefore, through this art therapy task, children are 
able to reflect on their experiences and rejoice in all that is rewarding and beautiful about being 
who they are, in the present moment, and all the hope for the future (Carleton, 2008, as cited in 
Brooke, 2008). 
 
2.5.2 Music Therapy 
 
 Music therapy offers a sense of safety and support through predictable structures, 
freedom and opportunity for authentic expression of thoughts and emotions and a new means for 
connecting with and relating to others (Clarkson, 2008, as cited in Brooke, 2008). Music therapy 
can help children to move forwards in their healing process following the trauma of witnessing 
domestic violence (Clarkson, 2008, as cited in Brooke, 2008). Lowey’s (2000) Music 
Psychotherapy Assessment outlines several areas of inquiry to be explored through musical 
experiences that are both unstructured and structured, which include: range of affect, integration, 
self-esteem, risk-taking and awareness of others as well as self. Although not designed 
specifically for children who have witnessed domestic violence, this assessment can provide the 
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foundation to further support the child’s experiences (Lowey, 2000). Music therapists can begin 
to understand the particular ways a child has been affected by domestic violence, which includes 
discovering how the child relates to his or her past within musical experiences ( Lowey, 2000). 
The therapist also begins to have further understanding about the child’s musical preferences, 
significant songs that they relate to and prior musical involvement. Often children who come 
from homes affected by domestic violence have not developed healthy patterns of 
communication because such communication has not been modeled within the home (Clarkson, 
2008, as cited in Brooke, 2008). Children experience music at a pre-symbolic level; therefore, 
the art form has the potential to fully express and reflect the subject's chaos, which is often an 
intense fragmentation of the traumatic experience. “Furthermore, it is the role of the music 
therapist to provide a safe, containing, musical space to support the child in gradually creating 
structure out of the chaos” (Clarkson, 2008, as cited in Brooke, 2008, p. 140).  In an article 
discussing such techniques as improvisation, Rudd (2005) describes the use of songs, singing 
and songwriting, which is his perspective help children express their own “truths.” The therapy's 
framework invites exploration of the children's own lives, their possibilities, their losses and their 
aspirations (Rudd, 2005). Through a therapeutic relationship within a musical context, children 
can move toward a state of increased creativity, reduced anxiety, an improved ability to regulate 
and express emotions, healthier patterns of thinking and an ability to develop new healthier 
relationships with others and within oneself (Clarkson, 2008, as cited in Brooke, 2008). The 
music therapy literature presents theory and technique for working with children who have 
witnessed domestic violence, and sometimes offers enthusiastic testimonials to its effects.  
However, this literature lacks substantial research in this area. 
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2.6 Dance/Movement Therapy 
 
2.6.1 Dance/Movement Therapy Overview 
 
 
        The dance/movement therapy (DMT)  therapeutic movement relationship and DMT 
methods serve as the foundation for  the specific application of DMT in providing therapeutic 
support to children who have witnessed domestic violence. Dance/movement therapy (DMT) – 
the psychotherapeutic use of movement to further the physical, psychological and social 
integration of the individual (ADTA, 2009) – is a body-based treatment which implements the 
therapeutic movement relationship and healing processes to support the client or patient. This 
therapy provides for the client a means to develop a healthy relationship with his or her own 
body and enhances body image overall. Marian Chace, a pioneer of movement therapy, stressed 
that the therapist must be conscious of the therapeutic relationship during DMT. She notes other 
concepts integral to the development of the therapeutic movement relationship: establishing 
one’s own identity, developing trust, fostering independence and creating social awareness 
(Chace, 1986, as cited in Levy, 2005). Dance/movement therapists demonstrate empathy and join 
the client in a relationship while maintaining appropriate boundaries. Boundaries and 
containment within the therapeutic space are crucial aspects of the therapeutic relationship, most 
particularly with children (Borenstein, 2007). DMT provides a safe and structured environment 
for individuals to engage in creative expression, explore their emotions and enhance their mind-
body connection.  While promoting positive change in mental states, the expansion of  the 
client’s movement repertoire through DMT  helps the client control impulsivity, enhance 
grounding and self-esteem, as well as improve body awareness through a “non-verbal concept” 
(Nemetz, 1995).   
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            The DMT session often involves a consistent basic structure that includes a warm-up 
phase, theme development, and closure (Chaiklin & Schmais, 1979). A supportive group 
structure with the form of a circle often provides support for the group movement process; the 
formation of a circle encourages cohesion and inclusion and provides boundaries for the group 
members (Serlin, 1993). Chaiklin and Schmais (1979) identified the elements of  a DMT session 
as the therapeutic movement relationship, body action, rhythmic group activity, and symbolism. 
The use of rhythm can help to establish organization. Rhythm is important in giving order to life 
and structure to art.  It also serves to integrate, inspire and regulate individuals and events in 
dance therapy.  Individuals are moved by external rhythms of daily living, nature, work and play 
(Schmais, 1985), and DMT utilizes rhythms in specific ways (Schmais,1985). Moving in rhythm 
with others can be a supportive experience. “Rhythm commonly evokes feelings of belonging, 
intimacy or sense of self” (Stark & Lohn, 1989, p. 108). Schmais (1985) identified synchrony 
and expression as processes healing processes in DMT which facilitate the capacity  to explore 
emotions in a supportive manner.  According to Schmais (1985), “expression is the first step 
towards identifying one’s feelings, while synchrony refers to events happening at the same time” 
( p. 20 ). Synchrony supports an experience of universality, decreasing isolation.  Synchrony in 
dance movement therapy may take place within the rhythmic, spatial and/or effort elements of a 
synchronous human activity (Schmais,1985).  
      Dance/movement therapists receive training in systems of movement observation and 
analysis; Laban Movement Analysis (LMA) (Bartenieff & Lewis, 1980) and/or the Kestenberg 
Movement Profile (KMP) ( Kestenberg Amighi, 1999). LMA organizes movement into the 
elements of Body, Effort (dynamics), Shape, and Space.  The presence, absence, and patterns of 
these elements in a person’s movement repertoire provides an understanding of how he or she 
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copes with the environment. The KMP is particularly interested in the developmental basis of 
movement patterns.  
        Dance/movement therapists work with a variety of populations which include, although are 
not limited to, geriatrics, medical patients, individuals with autism, individuals who are 
“differently-abled,” individuals with mental health diagnoses, dual-diagnosed patients, 
individuals suffering from eating disorders or substance abuse issues. 
 
2.6.2 Kinesthetic Empathy/Empathic Reflection 
 
          Tortora (2006) describes “witnessing” as the therapist’s awareness of, and personal 
responses to, the movements of a client. Witnessing includes kinesthetic seeing and kinesthetic 
empathy. Kinesthetic empathy involves the therapist’s understanding of the client  through her 
observations and her own bodily experience of the child’s movements (Tortora, 2006).  
Kinesthetic empathy is the therapist's embodiment of the client’s feeling states and movement 
qualities; it utilizes the kinesthetic, self-receiving awareness of the therapist along with an 
understanding of the patient’s inner affective states (Dosamantes Alperson, 1980; Dosamantes-
Beaudry, 2003, as cited in Pallaro, 2005). Levy (2005) notes that kinesthetic empathy should 
entail the therapist's awareness of his/her emotional reactions to the moving client. Using 
personal awareness of emotional bodily reactions, the therapist can contemplate how the child 
might be emotionally experiencing his or her surroundings. Kinesthetic empathy initially occurs 
by the therapist being present in the moment, observing and embodying a child’s actions through 
experiencing, mirroring and attunement. This process enables the therapist to be available, both 
empathically and physically, to perceive even the smallest hints of communicative exchange 
(Tortora, 2006).  
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 Several elements happen simultaneously during this process. The therapist remains open 
to sensing and feeling the child’s actions rather than immediately interpreting them, by 
approaching the child in a compassionate manner (Tortora, 2006). A primary emotional 
connection occurs on a bodily level, with the therapist’s assumption of her initial place of “not 
knowing” ( Levy, 2005).  Mutuality can be developed as the emotions are shared; the process of 
staying empathetically open during each interaction enables the therapist to continually check 
and adjust perceptions, along with modifying them based on the child’s responses (Tortora, 
2006). In attuning to the rhythms and body attitudes of his/her patients, the dance/movement 
therapist can provide a safe container which will allow the process of “unfolding the self” to take 
place (Levy, 2005). The therapist’s empathic reflection is also a communication to the child that 
he or she is understood (Sandel, 1993).  
      According to Sandel (1993), empathic reflection is the process by which the 
dance/movement therapist incorporates clients’ spontaneous expressions into the ongoing 
movement experience and responds to those expressions in an empathic way; it is the means by 
which the dance/movement therapist structures a nonjudgmental, supportive environment that is 
conducive to sharing and growth. Empathic reflection can take the form of mirroring, in which 
the quality or the form of a movement is reflected back for the initiator of the movement to see, 
or it can consist of a more developed yet recognizable form of the original movement (Schamis, 
1985, p.22).  Empathic reflection can be utilized in order to establish the beginnings of a trusting 
relationship and to encourage mutuality between members of a group (Sandel, 1993). 
2.6.3 Dance/Movement Therapy with Child Trauma and Witnessing of Domestic Violence: 
 
           This section will address DMT and trauma in general as well as the treatment of trauma 
that is specific to child witnesses of domestic violence. DMT is a “modality that works well with 
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children because it uses the body to assess nonverbal behavior and body movement as the 
treatment modality” (Loman & Foley, 1996, p.101). Dance/movement therapists start from a 
child’s strengths and build on them, an approach that helps to build a sense of empowerment and 
trust (Kornblum & Halsten, 2006). Dance/movement therapists believe that, regardless of 
experience, children maintain intact and healthy parts of themselves that may be veiled by 
behavioral issues, due to internal states of arousal (Kornblum & Halsten, 2006).  Stressing the 
non-verbal expression of experiences, DMT is especially suited for the treatment of the sexually 
abused child (Levy, 2005). It is often very difficult for abused and neglected children to voice 
their experiences (Levy, 2005). This difficulty results from a number of reasons: the child may 
have learned that adults are untrustworthy; the memories of the trauma could also be too 
confusing and/or frightening to verbalize; or the events could be repressed (Levy, 2005). Events 
that occurred during the early preverbal stage of life will be difficult, if not nearly impossible for 
a child to communicate verbally (Goodill, 1987). Abused children often lack the ability to share 
their stories because their vocabulary and linguistic capabilities are often not fully developed 
(Goodill, 1987).  Movement therapy provides a supportive environment for sexually abused 
children to express their feelings about the abuse, while decreasing their need to verbally 
describe it (Weltman, 1986). Through movement therapy, children who have been abused can re-
enact their feelings and experiences with the guidance of a movement therapist.  DMT can 
provide a supportive structure for the re-enactment and working through traumatic events that 
will reduce the patient’s emotions of fear, anxiety and guilt over the experience (Weltman, 
1986).  How the child or adult re-experiences and reintegrates the trauma of childhood sexual 
abuse through therapy is key to how he or she will survive the experience (Weltman, 1986).  
  36
  
   
 DMT, like the other creative arts therapies, emphasizes nonverbal expression and the use 
of symbolism (Goodill, 1987). Telling stories symbolically in dance forms, gross motor play or 
mime makes the therapy more comfortable and less threatening for children to express feelings 
or relate memories, dreams or events. (Goodill,1987). This modality is particularly useful during 
the early phases of team treatment (Goodill, 1987).  
Also, as a reparative tool, the therapy assists victims in integrating healthy self-regulatory 
capacities that have been stunted by trauma experienced through the body (Devereaux, 2008).   
                 Kornblum & Halsten (2006) describe their experiences in implementing 
dance/movement therapy in a school-based program for children who have experienced trauma, 
which includes child witnesses and victims of domestic violence. The authors discuss the 
importance of providing clear boundaries for their group, along with facilitating open 
communication, in the initial stage of entering the session. “When children question why they are 
in the group, we elicit answers from the group. We are not put in a position of authority… this 
allows for the trauma to unfold organically” ( Kornblum & Halsten, 2006, p. 148.)  Movement 
experiences in the therapy session develop collaboratively between the therapists’ assessment 
and observation and input from the children (Kornblum & Halsten, 2006). The children need to 
trust that the adults in the group can handle the intensity of their experiences and are not afraid of 
their feelings (Friedrich, 1990;James,1989, as cited in Brooke, 2006). For example, in a domestic 
violence group the therapist may say, “Everyone in this group has experienced or witnessed 
violence. This group is a safe place for us to share our feelings and to learn ways to be safe and 
have fun together. We are here to learn and move together so that we can have safe 
relationships.” ( Kornblum & Halsten, 2006). With input from the children, the therapist 
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discusses and develops group guidelines for safety and confidentiality (Friedrich, 1990;James, 
1989, as cited in Brooke, 2006). 
            DMT support for children who have experienced and witnessed domestic violence can 
provide methods of therapy for the entire family. DMT, through its metaphorical process, can 
provide a new therapeutic approach to assist families exposed to domestic violence and reorient 
family members to their new roles in the family system (Devereaux, 2008). This expanded 
knowledge has broadened the ways in which dance/movement therapists support children and 
families to move forward from common patterns of “immobilization” often experienced by 
victims of domestic violence (Leventhal and Chang, 1991, as cited in Brooke, 2006).  The 
further knowledge also helps children and families develop and build body awareness (Moore, 
2006) and improve the presence of physical contact or “bonding” in families (Sbiglio, 2006), 
which can assist in enhancing the security of attachment relationships within the family unit (as 
cited in Devereaux, 2008). Therapeutic approaches that work directly with the body provide new 
avenues for assisting victims of domestic violence through a simultaneously physical and 
metaphorical process.  Dance/movement therapists have a “unique capacity to approach and re-
choreograph these struggles into expanding healthier attachment relationships”. (Devereaux, 
2008, p. 60). Additionally, the use of non-verbal assessments in dance/movement therapy for 
early intervention, such as the ones used in research (Sbiglio, 1999), may help to prevent both 
future domestic violence and the intergenerational learning and transmission process of violent 
behaviors (Devereaux, 2008). 
 
 
 
  38
  
   
CHAPTER 3: METHODOLOGY 
 
3.1  Design 
 
The chosen design of this study is a survey design using verbal interviews for data collection. 
The overall purpose of this survey study is to describe how dance/movement therapists who 
work with children who have witnessed domestic violence perceive, observe, and understand the 
issues of these children and the dance/movement therapy process and methods the therapists use 
to provide therapeutic support. Face-to-face verbal interviews have been selected with a 
preference for gathering more in depth and complex information about the topic than is possible 
in a written survey, as this format allows for follow-up questions by the researcher to clarify and 
elaborate initial responses ( Mertens, 2005)  The data collected in this study from in-person 
interviews will enhance understanding about children who have witnessed violence and 
dance/movement therapy support for these children.  
3.2 Location of the Study 
 
The study took place in an interview site negotiated between the researcher and study participant. 
A classroom or conference room on the Drexel University campus was offered as a potential site, 
however, the location was decided based on convenience to  
the participant.  
3.3 Time Period for Study 
 
 
The time period for this study included January 12th,  2009 to July 12th, 2009 
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3.4 Recruitment and Participant Type 
 
 
The participant type is healthy adult professionals. The study recruited four participants for study 
participation. Purposive sampling was used to recruit dance/movement therapy professionals in 
the greater Philadelphia region, who are currently working with children who have witnessed 
domestic violence. The researcher identified prospective participants through general inquiries 
within the dance/movement therapy professional community, dance/movement therapy faculty, 
and supervisors. Contact information was retrieved from the American Dance Therapy 
Professional Directory. The researcher contacted each potential participant through email to 
explain the nature of the study and to request participation (Appendix A).The researcher then 
contacted each participant through a follow-up phone call to explain the study in further detail 
and answer any questions (Appendix B).Prospective participants were selected according to 
interest and requirements of meeting the selection criteria.  If there were more than four potential 
recruits, the researcher would have shuffled the names of prospective study participants, and then 
called them in order until four participants had been selected. 
3.5 Inclusion Criteria 
 
 
Participants in this study must have completion of a Masters degree from an ADTA Approved 
Dance/Movement Therapy Program or be credentialed as a DTR or ADTR to participate in this 
study. Each participant must have current involvement in dance/movement therapy clinical work 
with children who have witnessed domestic violence, in which 25% or more of their caseload is 
composed of this population. Participants must have a willingness to participate in an audio-
recorded, verbal interview. 
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3.6 Exclusion Criteria: 
 
There are no exclusions based on race, gender, ethnicity, religion, or age. Children are excluded 
from this study according to the inclusion criteria of professional status.  
3.7 Informed Consent: (15 minutes ) 
 
The participants were informed of the purpose of this study, their rights as research participants, 
and study procedures. The researcher verbally reviewed the consent form in detail and will 
solicit and address any questions or concerns. The researcher then gave the participant two 
copies of the consent form, which outlined in detail what was explained verbally by the 
researcher (Appendix D ). The participant was then asked to read the consent form and to repeat 
in his or her own words a personal understanding of participation in this study.  If the participant 
understood the study, was interested in and willing to participate, the researcher then asked the 
participant to initial each page of the consent form and sign both copies. Each form was signed 
by the researcher as well. The first copy was given to the participant for personal records and the 
other copy was stored in a locked, secure file in the Drexel University Creative Arts in Therapy 
Department. In any publication or presentation of the research results, the participants’ identity 
will remain confidential. There is a possibility that records which identify the participants may 
be inspected by the institutional review board ( IRB), or employees conducting peer review 
activities. The participant consented to such inspections and to the copying of excerpts of their 
records, if required by any of these representatives.   
3.8 Interview.  50 minutes 
 
The interview was guided by an Interview Guide that was forwarded to the participant prior to 
the interview (Appendix C).  The researcher guided the interview with open-ended questions that 
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ask the participant to describe the nature of his or her practice with children who have witnessed 
domestic violence, observations and perceptions of the children as a population, especially with 
regard to movement features and the therapeutic movement relationship and questions regarding 
therapeutic process and methods. The researcher also inquired about countertransference issues 
and the participant’s management of these issues. Participants were asked not to discuss specific 
children. The interview was a responsive process that allowed for emerging content and 
clarification and elaboration of responses. The interviews were audio recorded.  
3.9 Data Analysis: 
 
The written interview was transcribed into written text.  The interview text served as the data for 
analysis.  Demographic data was organized by participant in table format.  The researcher 
aggregated and summarized the interview responses to each question in terms of common and 
variant responses. The researcher then reviewed data across questions and summarized responses 
relevant to the targeted arenas of movement patterns, DMT methods and techniques, and the 
nature of the therapeutic relationship. A second level of qualitative analysis coded the data across 
questions to discern broader emerging patterns and integrative themes relevant to the research 
question (Weiss, 1994; Patton, 2002). 
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CHAPTER 4: RESULTS 
 
         The findings of this study provided a description of the commonalities and variant 
responses of the participants’ clinical work with children who have witnessed domestic violence. 
Four dance/movement therapists were recruited for study participation. The survey responses 
were first aggregated and summarized by question, and then organized to describe DMT practice 
with children who have witnessed domestic violence in accordance with the three apriori 
categories defined by the research question; therapeutic movement relationship, movement 
patterns, and methods/techniques. The responses will be presented in a narrative summary and 
then will be followed in table format. In a final step, the interview transcripts were reviewed to 
identify emerging themes in the interviews that crossed categories.  
4.1 Survey Participant Clinical Practice Information 
 
Question 1-6 were closed ended questions that addressed the participants credentials and 
practice information. The number of years that the participants have been practicing as DMT’s 
ranged from 2 ½ years to 18 years. The number of years that the participants have been 
providing services for children who have witnessed domestic violence ranges from 2 years to 7 
years. One of the participants has an ADTR credential and the remaining three have a DTR 
credential. Two of the participants work with the children in both group and individual sessions; 
two of the participants work with the children in group sessions only. The locations that the 
participants are providing services in range from a program that provides services for children 
who have witnessed domestic violence and their families to a partial hospitalization program for 
children, ages 3-5, who have behavioral issues and mental health diagnoses. The participants’ 
caseload of children who have witnessed domestic violence ranges from 30% to 100%. 
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Participant’s initial involvement in working with children who have witnessed domestic violence 
ranges from graduate level internships to recruitment by another creative arts therapist. This 
information is represented in Table 1.  
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Table 1:  Participant Practice Information  
___________________________________________________________________________________________ 
Participant                                  1                                  2                                     3                                             4 
__________________________________________________________________________________________ 
Credentials                                ADTR , LPC               DTR                              DTR                                   DTR  
Years of Practice                      18                                 2.5                                 2.5                                      7  
Clinical Site                             Creative arts therapy    Crisis mobile                Creative arts therapy           Partial hospital program 
                                                 program for  target       response team               program for target               for children, ages 3-5, with 
                                                 population.                   and family court            population.                          mental health diagnoses and  
                                                                                      visitation program.                                                     behavioral issues.                            
Group/Individual Therapy       Both                             Group                             Both                                    Group  
% of caseload with                  100%                            30%                                100%                                   50% 
target population   
Entry into this work               Recruited by an             Experience in a           Experience in a                    Nature of the population 
                                               Art Therapist                 graduate internship.    graduate internship.              at the facility. 
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4.2 Open Ended Responses: DMT Clinical Practice with Children Who Have Witnessed 
Domestic Violence 
 
 
 Responses to open ended interview questions are aggregated and summarized in Table 2.  
Shared responses are presented as responses that are common among at least two of the 
participants, while variant responses are responses that were made by only one of the 
participants. A number in parentheses is located at the end of each summary statement to identify 
how many participants shared the response. In addition, significant nonverbal interview 
participant responses to questions are represented in the table.  
Table 2:  Aggregation and Summary of Open Ended Survey Responses  
 
Q. 7                                           
Question                                    Summary Notes_______________________________ 
Describe the structure               Session progression: Check-in, warm-up, activity(ies),  
Shared Responses: 
of a typical DMT session          and closure (4) 
Freeze-dance, importance of props such as scarves,   parachute, 
hula hoops, etc. (4) 
                                                  Variant Responses
  Specific prop selections: bolsters, “boppers”, hula hoops ( to 
create boundaries).  
: 
        
                                            
Q.8                                            
Observation of characteristic    Hyperactivity, dissociation. (3) 
Shared Responses: 
movement patterns                    Lack of coordination (2) 
                                                  Shallow breathing. (2)                   
                                                  Movement as a reenactment of violence and is a learned   
                                                  behavior (2)  
                                                  Strength and Suddenness (2) 
                                                  Uncertainty about the correlation of observed  
                                                  movement patterns with the experience of  
                                                  witnessing of domestic violence  (2) 
                                                  
                                                  Tension, slower breathing.   
Non-verbal participant responses: 
                                                  
                                                  Indirectness, Directness, pre-efforts, lack of attunement.                                                                                             
Variant Responses: 
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 Q 9                                           Shared Responses
 Techniques implemented         Clear boundaries, provide structure. (4) 
                                                                                                    
                                                  Provide a positive experience in movement, by using 
                                                  positive regard (4) 
                                                  Facilitating turn-taking (4) 
                                                  Provide choices, safety, work in the here & now (3)                                                       
                                                  Remove obstacles to treatment (2) 
                                                  Focus on gross motor skills ( 2) 
                                                  Relaxation ( 2) 
                                                  Guided Imagery (2) 
                                                  
                                                  Mirroring 
Variant Responses:    
                                                  Working with parents occasionally.  
                                                  Dual modality groups. 
                                                  Role-play/Imaginative Play 
                                                  Following the leader 
 
Q 10                                          Shared Responses
Nature of therapeutic                Therapist role as a support person for the child’s ability to     
: 
movement  relationship            safely engage in creative expression (4)                                                            
                                                  Therapist role as ego strength ( 4) 
                                                  Relationship is key. (4) 
                                                  Therapists do not always move with children (when  
                                                  appropriate and as an intervention. (4) 
                                                  Use of praise, modeling, creating a supportive, non-  
                          judgmental enviornment. ( 3)                             
                                                  
                                                  Letting the children take control with support, safety. 
Variant Responses: 
                                                  Therapist allowing themselves to be a puppet.  
                       
Q.11                                          
Common themes                       Parentification of children, isolation, boundaries. (4)  
Shared Responses: 
                                                  Family, police, aggression, hypervigilance, divorce (3)    
                                                  Fear, abandonment, fire fighters. (2) 
                                                  Non-verbal participant responses
                                                  Body tension, frequent pauses when speaking.  
:  
                                                  Variant Responses
                                                  Control, confusion.         
:  
 
 Q.12                                         Shared Responses
 Short-term goals                       Positive experience in movement (4)  
:                              
                                                  Here and now focus( 4) 
                                                  Self-modulation, experience of a sense of safety. (4) 
                                                  Variant Responses: 
      
                                                                                                                   
47
                                                                       
 
                                                                                                                                                                                                                                                                   
                                                  Positive peer interactions. 
 
Long-term goals                        
                                                  Verbalization of feelings. (4) 
Shared Responses: 
                                                  The experience of feeling safe and supported (4)  
                                                  Ability to respond to feelings in a positive manner (4) 
                                                  An understanding that the child is not                  
                                                  alone in the experience of witnessing domestic  
                                                  violence. ( 4) 
                                                  
                                                  Attunement with the family.  
Variant Responses: 
 
Q. 13                                         Shared Responses
Countertransference                  Importance of self-care, support from supervisors (4) 
: 
                                                  Personal experiences with domestic violence (2) 
                                                  Vicarious traumatization (2) 
                                                  Identification with and advocacy for Mothers (2) 
                                                  Frustration, feeling emotionally drained (2)  
                                                  Non-verbal participant responses
                                                  Slow breathing, tension in the body, very lengthy  
: 
                                                  responses.( great length of time spent on this question). 
                                                  Variant Responses
                                                  Helplessness, reactions to therapist’s pregnancy. 
: 
                                                  Wearing “ armor” in a session.  
 
Transference                             Shared Responses
Children placing the therapist into a nurturing Mother role or 
other nurturer role (4)                                                                                         
Children’s displacement of abandonment/expressions of anger 
onto the therapist (4) 
: 
                                                  Variant Responses
                                                  Children expressing enjoyment about coming to group. 
:  
                                
Q.14                                          Shared Responses
DMT Support                            Focuses on primary process, bodily level (4)    
: 
For this population                    Helps child manage visceral responses to the violence (4) 
                                                  Supports coping skills.  (4) 
                                                  Supports children by holding and nurturing (3)   
 
Q.15                                          Shared Responses
Other thoughts                          Importance to consider impact of domestic violence on  important 
to share                     the body (4) 
: 
about their work                        How important DMT is for this population (4) 
                                                  Resilence is so important (3)                                                  
                                                  Importance of positive experience in here and now (3) 
      
                                                                                                                   
48
                                                                       
 
                                                                                                                                                                                                                                                                   
                                                  Non-verbal participant responses
                                                  Strong Verticality 
:   
 
 
                                                  Variant Responses
                                                  Experience of parents as  
: 
                                                 “Another side of being human that is clearly unhuman.”  
 
                                               
Following aggregation and summary of responses by question, responses were organized  
 
into the three apriori categories defined by the research question: therapeutic movement  
 
relationship, movement patterns, and methods/techniques. 
 
4.3 Therapeutic Movement Relationship 
 
Responses to questions # 10, 13, and 14 provided interview data about the therapeutic movement 
relationship with children who have witnessed domestic violence. Interview participants noted 
that the therapeutic relationship is key in therapeutic support for children who have witnessed 
domestic violence. The therapists described themselves in a support role. They did not always 
move with children but viewed their presence and ego strength as supportive factors for the 
child’s ability to safely engage in creative expression.  
       “With the kids, I always try to find them and meet them where they are…with the kids there 
is even more of a responsibility to do this, because they are often not met where they are. 
They are so many other issues and factors surrounding the dv ( domestic violence). If the 
children were being met where they are, the adults around them would not be doing what 
they are doing. Sometimes the parents get so invested in what the other parent is doing, that 
they are often not invested in what is best for their child.” 
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One participant described her role as “physically holding the children through movement in a 
primary process”. Many participants noted the importance of maintaining clear therapist/child 
role boundaries. 
Much of the description of the nature of the therapeutic movement relationship and a 
disproportionate amount of time within the interview focused on transference and 
countertransference. Interview participants described the experience of being  
 “emotionally drained” and such issues as vicarious traumatization. The transferential responses 
described involved the children treating the therapist, “ like a Mother figure” from whom they 
sought nurturance and toward whom they displaced experiences of abandonment, and expressed 
anger. One of the challenges and stresses of the therapeutic relationship involves the therapist’s 
maintenance of a supportive presence in the face of the child’s intense emotion. 
4.4 Movement Patterns: 
 
There was not much agreement among participants about the movement patterns of 
children who witness domestic violence. Two participants commented that they were uncertain 
about whether observed movement patterns were a reflection of the child’s experience of 
witnessing domestic violence or determined by other factors. Three participants identified 
“hyperactivity” as a movement pattern, with the interpretation that it was believed to be 
correlated with the experience of “not desiring to feel emotion”, and  an antecedent to 
dissociation observed in the children.  However, movement indicators of dissociation were not 
specifically identified. Two participants identified Effort category preferences of Strong Weight 
and Sudden Time in the movement repertoires of the children with whom they worked.  Variant 
responses were preferences for Indirect and Direct Space along with use of Pre-Efforts. Body 
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category movement patterns of a lack of coordination and shallow breathing were each identified 
by two participants. An Interaction movement category pattern of “lack of attunement” was 
noted by one interview participant. None of the interview participants offered movement pattern 
observations in the movement categories of Shape Mode. References to the Space component of 
movement were also limited, although the technique of the ”Space Bubble” addressed below in 
DMT methods and techniques, is relevant to the child’s definition of the personal space of the 
kinesphere. Two interview participants noted movement content patterns that indicated a “a 
reenactment of violence” or aggression attributed to learned behavior. As described by a 
participant, “So much of the children’s experiences are in their bodies…domestic violence is on 
the body: it’s bodily damage.” 
4.5 Dance/Movement Therapy Methods and Techniques 
 
Responses relevant to movement methods and techniques were found in responses to 
questions # 7, 9. All of the interview participants noted that methods/techniques that they 
implemented involved a high degree of structure. The movement sessions had a clear progression 
of check-in, warm-up, activity, and closure. The interview participants noted that the dependable 
session progression provides the child with the security of a routine and also the predictability of 
knowing what the session will entail. The participants identified that they provide a positive 
experience in movement for the children by using positive regard and creating a supportive, non-
judgmental environment where they can engage in self-expression. The shared response of the 
implementation of freeze dance as an activity in the session, addresses the child’s need for self-
modulation and further enhances self-expression. “ I do a lot of freeze-dance with the children: 
freeze-jump, and freeze moves. I have them get out of control and then freeze, then they move 
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again and then freeze. Because so many of the children are so hyperactive, this is helpful for 
them. I know that the hyperactivity is so they don’t’ have to feel.” The participants identified that 
they provide structure in the group by discussing boundaries and implementing activities that 
support boundaries, such as with the use of props. The props used in the sessions included 
parachutes, scarves, bolsters, hula hoops, and boppers. Boppers are mitts which are similar to 
boxing gloves, which support the children in safe conflict resolution. The parachute is often used 
to support self-modulation, encourage group cohesion, facilitate peer interaction and turn-taking; 
the scarves are used to enhance creative expression and to further enhance peer relationships. 
The hula hoops, as mentioned earlier, are used to create boundaries. The therapists also structure 
the group by keeping the children aware about exactly what is going to happen in the session 
before the session begins. The participants shared that they remove obstacles to treatment by 
educating the children about alternative methods of interacting through modeling and role-play, 
along with providing boundaries for the children to have confidence in a safe place. Such 
statements reflecting the implementation of methods/techniques include: 
“The biggest thing I use in the session with the children is being here and now and    in 
the moment with them, so that they have a positive experience in the setting, right here 
and right now. It’s about not looking at where they are coming from or where they are 
going to or what’s going on, but just having a positive experience in this moment.”  
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4.6 Emerging Themes in Interview Transcripts 
 
The interview transcripts were reviewed to identify emerging themes that crossed 
categories. Three emerging themes were identified: safety of the child, establishing boundaries, 
and management of countertransference.  
4.6.1 Safety of the Child 
 
     An emerging theme of safety was a common issue that crossed all areas. The safety of 
the child theme was represented by statements such as, “Safety is always a major part of our 
sessions, it manifests in several ways” and “…as long as they are safe… for me it’s about 
reinforcing safety and making sure that the children know that the space is there to keep them 
safe. Keeping them safe is the main thing: they want to feel safe.” It can be concluded that the 
children are expressing a need to feel safe and have confidence that there are safe places for 
them, such as the clinical setting. The therapist is aware of her role as a support person and her 
responsibility to create a safe space for the children. With the use of Strength, the child is 
attempting to make the space safe for everyone by taking on control. The references to police 
officers and firefighters, conclude that the children are also engaging in re-enactments of 
situations in which these individuals came to their homes and the safety that they associate with 
them. The references to police officers and fire fighters conclude that the children are aware of 
those that can provide protection for them and also. 
4.6.2 Boundaries 
 
 
 Another emerging theme that crossed categories is boundaries, which is related to the 
theme of safety. The importance of boundaries in the session was described with such statements 
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as , “ I have the boundaries of the session very structured, how we start the session ,how we end 
the session, and participation in the structured activity.” and “ We use hula hoops to create 
boundaries… this is your bubble , this is my bubble. I have to set limits with the children”. Other 
statements that described the use of boundaries are, “I do some labeling to bring boundaries into 
awareness…I also do a lot of role-modeling to address the boundary issues that arise.” 
Boundaries are described by the participants as being an integral part of the session. Boundaries 
are instilled with the clear, consistent structure of the session. Boundaries help to maintain safety 
within the group, with the implementation of rules and guidelines for children.  It also supports 
the children to respect the therapist, the space of the session, and their peers. As was reported by 
two participants, these boundaries are often very unclear and poor or simply do not exist for 
children in the home. Modeling of these boundaries by the therapist also supports the children to 
learn new and appropriate behaviors, as reported by a participant. 
4.6.3 Management of Countertransference 
 
 
 An additional emerging theme which crossed categories is the management of 
countertransference. The importance of the management of countertransference, through and as a 
matter of self-care, was described with such statements as, “I know that when I am in the 
environment, I know to put on my “ armor” for myself.. I am constantly monitoring myself, 
while I am monitoring everything else that is going on in the group” and  “ I go to the gym three 
days a week, take a cardio dance class, get a massage and pedicure… I also speak with my 
supervisor, who is very supportive. I also find that escapism is a part of self-care.” A statement 
that describes the therapists need to utilize movement as a means of managing 
countertransference include, “ If it’s a particularly hard instance, I do some movement for 
      
                                                                                                                   
54
                                                                       
 
                                                                                                                                                                                                                                                                   
myself… I need to let some of that tension and energy go through me.”  Other statements about 
experiences of not managing countertransference were described as this:  
“ When I was not managing it ( countertransference), I went to meet a friend for dinner. I 
couldn’t find parking and drove around and around... I then began to cry uncontrollably. I 
didn’t know what was going on. This happened because I was absorbing everything that 
all of the kids were throwing at me. I wasn’t letting it go and I wasn’t really dealing with 
it.” 
 It is evident that the countertransference issues related to this population make this work 
difficult. As it was described by one participant, “I think that as therapists, we all have a couple 
of different issues that are specifically difficult…I know that I just don’t jump in to my 
interactions with the children. I have to be very tentative and very careful.” As the therapeutic 
relationship is very powerful and impactive, the therapists described their engagement in self-
care of enhanced importance. The experience of countertransference can be emotionally 
challenging and exhausting.    
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                                          CHAPTER 5: DISCUSSION 
5.1 Overview 
 
               The overall purpose of this study was to describe how dance/movement therapists who 
work with children who have witnessed domestic violence perceive, observe, and understand the 
issues of these children, particularly as manifest in movement, the therapeutic movement 
relationship and the dance/movement therapy process and methods through which the therapists 
provide therapeutic support. The researcher conducted a verbal survey, using in-person 
interviews to investigate these factors. The researcher’s inquiry into the perspective of the 
therapists’ that provide services for this population of children resulted in a vast amount of rich 
interview text. The researcher analyzed the interview text first by coding the responses to each 
question according to shared and variant responses and constructed summaries. The researcher 
reorganized the interview data with respect to categories relevant to the research question.  In a 
final step, the researcher reviewed the coded data to identify themes that crossed questions and 
categories. The emerging themes that crossed categories and questions were safety, boundaries, 
and management of countertransference. These themes informed the responses to questions in 
each of the areas (categories) defined by the research question. These themes will be discussed 
first, followed by discussion related to each specific area defined by the research question. This 
chapter will also discuss clinical applications, of the study, reflections from the researcher’s 
clinical experiences with the population, limitations of the study and implications for future 
research.  
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5.2 Emergent Themes in Dance/Movement Therapy to Support Children Who Have Witnessed 
Domestic Violence   
5.2.1 Safety  
 
 
Safety was a theme that ran throughout the interviews.  Interview participants spoke 
about safety in numerous ways:  safety was a consideration in providing clear structure in the 
session, an experience of safety was a therapeutic goal, the therapist in expressing the need for 
self care was attending to her own safety. The literature suggests that the witnessing of domestic 
violence can create a hypervigilance about safety in the child witness.  Children express concerns 
about their own safety as well as that of their siblings and the parent that is being abused. The 
children also sometimes re-enact violence so that the therapist is required to insure safety with 
regard to the child’s aggression in the session.  The use of Strong and Sudden Effort Qualities in 
movement expression, may reflect the child’s management of the environment through his or her 
own aggression. This may be a manifestation of identification with the aggressor. An 
understanding of mirror neurons (Galese, 2007) suggests that we replicate in our nervous systems 
that which we witness.  Or it may be as Cummings & Davies (1994) propose that children learn 
“scripts” from parents that reinforce the use of aggression in order to obtain what they want and 
ultimately give them permission to behave in an aggressive manner when dealing with situations 
of conflict (Cummings & Davies, 1994). The aggression may reflect confusion about the 
violence that has taken place in their home and in the re-enactments, may be attempting to 
understand what occurred through movement. It is evident that children’s presentation and 
assertion of themselves with the use of Strong Weight Effort  is correlated with maintaining a 
level of protection for the other children in the group and to embody the role of an authoritative 
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figure. This may be out of a wish or fantasy for the parental figure they hope for. “The use of 
strength enables one to make an impact on the environment…a person who uses strength also 
conveys her power and authority to others” ( Kestenberg-Amighi, 1999, p.95). The constant state 
of hypervigilance and “being on the edge” clearly explains the child’s preferences of Suddenness 
in their movements and interactions with others. McFarlene et al (2007) conclude that violence 
between parents may prompt a child to accommodate to the violence with an insecure, 
hypervigilant approach to relationships, characterized by strong emotions of hostility or fear. The 
discussion of superheroes may  infer the child’s fantasy of being able to rescue their victimized 
parent from the abuse and/or siblings from witnessing of and enduring abuse as well. The 
discussion of superheroes also relates to possible issues of control and power that the children 
are seeking to obtain, while living in constant chaos, threat and unpredictability. Superheroes and 
police officers can be perceived as role models for them, coming to their safety in times of 
distress. The children can find trust in these individuals, when they can not trust their parents or 
other individuals residing in the home or seek protection from them. It can also be implied that 
the discussions of police officers/fire fighters are reenactments of interactions that some of the 
children have had with police officers, when they have come to their home. These police officers 
may be perceived as superheroes to the children: rescuing them, their victimized parent, and 
siblings from the violence which is occurring. This may reaffirm their faith in authoritative 
figures and support the children to understand that there are trust-worthy adults that will not 
inflict harm upon their loved ones.  
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5.2.2 Boundaries  
 
 
As described in the interviews, boundaries help to maintain structure, instill guidelines, 
and rules for the children. Boundaries and containment within the therapeutic space are crucial 
aspects of the therapeutic relationship, most particularly with children (Borenstein, 2007). 
Boundaries are often not present in the homes of children who have witnessed domestic 
violence. It is likely that many of the children have not been educated about boundaries or 
observed the use of them in the home. They may be expressing their need for boundaries and 
appreciate the containment as well as support that they experience when boundaries are 
implemented. As the therapist introduces and implements boundaries to provide structure in the 
sessions, the children are receiving the education and awareness about healthy boundaries. They 
are learning about how boundaries can help them to be safe, and to respect themselves as well as 
others. It is possible that the children may experience confusion about boundaries and may even 
feel as though they have to live two separate lives and be two separate people. The education and 
awareness of boundaries, may not be accepted in the child’s home life: the child may be 
ridiculed or even punished for attempting to establish boundaries, for going against the “ norm” 
of the household, and for attempting to take on an authoritative role. This parentification of the 
child, can result in an inner-battle and can impact their lives in many ways. Exposure to parental 
violence in the early years of a child’s development can impact the child on several levels, 
causing vulnerability, an impact on their ability for self-regulation, effects on their relationships 
with others, and parentification of the child (Yates et al, 2003). With the support and modeling 
by the therapist, the child is presented with an alternate manner to interact with others. It is the 
hope of the therapist that this education and awareness will help to enhance the self-esteem of the 
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children, increase their social skills, and further enhance positive interactions in all aspects of 
their lives.  
5.2.3 Management of Countertransference 
 
The emerging theme of the management of countertransference reflects how emotionally 
charged the therapeutic relationship can be can be. Countertransference responses originate from 
a dynamic and complex relationship.  The therapist has multiple nurturing and authoritative roles 
with the children; intense emotions are expressed toward them and displaced onto them. The 
therapist provides the ego strength that allows the children to engage in self-expression in a safe 
manner. This responsibility can trigger emotions for the therapist, as was presented in statements 
during the interview. The constant supportive presence and ego strength for the children, if not 
managed, could result in the therapist’s own projection onto the children and may cause 
enmeshment. The interview participants repeatedly spoke of , the management of 
countertransference as an important factor, if not necessity, of working with children who have 
witnessed domestic violence. A common sentiment expressed by the interview participants was 
how difficult it is for the therapist to stay with the child and yet to be separate enough to continue 
to be therapeutically effective. This is one of the challenges of this work, which can take an 
emotional toll.  In the interview participants’ lengthy responses, there was often high intensity in 
describing the countertransference issues and how they personally managed them, “If it’s a 
particularly hard instance, I do some movement for myself… I need to let some of that tension 
and energy go through me.” Their dedication to engaging in self-care and sharing the wisdom of 
the many benefits, was of great importance to them. The statement made by a participant 
demonstrates the awareness of DMT’s working with this population with regards to management 
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of countertransference, “I think that as therapists, we all have a couple of different issues that are 
specifically difficult.. I know that I just don’t jump in to my interactions with the children. I have 
to be very tentative and very careful.” It can be inferred that the participants’ have an awareness 
that if they do not take care of themselves, they will not be able to fully engage in a supportive 
and nurturing role for the children in the therapeutic movement relationship. The therapist 
undertakes a lot of responsibility in being a role-model for the children and to compensate for 
things that the children are lacking in their life, due to the violence that is occurring. The 
interview participants were passionate about their work with this population and understand the 
process of supporting the needs of the children to involve taking care of themselves. This 
information could be explanatory of why this open-ended question was a major discussion point, 
and the reasoning for the lengthy and detailed responses that occurred in response to this 
particular question. The experience of countertransference was also an area of professional 
interest to the interviewer and may have been encouraged especially since the interview 
participants also appeared invested in discussing this area. Supervision is considered one of the 
most effective tools in understanding countertransferential responses and how they are at play in 
the therapy relationship. It is probably important for therapists engaged in this work to make 
consistent use of supervision to examine the complex and emotionally laden responses stirred by 
this work, for both their own self care and their clinical effectiveness.   
5.3 The Targeted Research Question Areas 
 
5.3.1 Therapeutic movement relationship  
 
It is evident from the results that the therapeutic movement relationship is powerful and 
meaningful for both child and therapist and is integral to the methods or techniques used when 
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working with the population of children. Statements that reflected the nature of the therapeutic 
movement relationship included its intense dynamic quality and the containment and ego 
supportive function of the therapist “I provide ego strength for the group. I feel that the 
therapeutic movement relationship is very strong and has a lot of powerful dynamics.”  None of 
the interview participants specifically spoke about kinesthetic empathy or empathic reflection, a 
primary focus in the dance/movement therapy literature review chapter.  This may be because 
kinesthetic empathy and reflection are so fundamental to the dance/movement process that they 
were implicitly assumed by the interview participants. The researcher did not probe for further 
response in this area. A question arises about whether therapist’s attention in the interview to the 
emergent encompassing themes of safety and boundaries as well as the predominance of time 
and attention given to management of the child’s transference, the therapists’ 
countertransference, and therapist self care was an influence in the limited attention to 
kinesthetic empathy in the interview. Kinesthetic empathy may challenge the child/therapist 
boundary and yet is an important part of relationship attunement. The therapists may need to 
protect themselves and create an emotional distance through  separation from the children as a 
way to maintain countertransference issues. It would be helpful to understand if the interview 
participants’ limited response to addressing this  aspect of the dance/movement therapy 
relationship was an oversight, intentional, or  an unrecognized  reflection of a dynamic in the 
relationship. . It is evident that the therapeutic movement relationship with this clinical 
population entails a great deal of attention to therapist management of experiences of 
countertransference, the children’s transference, and the impact that both have on the work as a 
therapist.  
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5.3.2 Movement Patterns 
 
 As noted previously there was limited agreement in response to the question about 
children’s movement patterns.  Two of the interview participants noted the children’s lack of 
coordination. A preference for Strong and Sudden Effort Qualities were noted by two interview 
participants and variant interview responses noted Indirect and Direct Effort Qualities each. Two 
participants noted a pattern of shallow breathing in the children with whom they worked, and this 
was reflected in their attention to relaxation techniques in the therapy process. None of the 
interview participants mentioned other Modes of Shaping or noted patterns in the child’s use of 
Space. Two spoke of the movement reenactment of violence and violence as a learned behavior. 
It would be helpful to have a more elaborated picture of the movement patterns that children 
exhibit as this can provide information about how the children attempt to cope with the 
environment as well as manage their inner impulses. It is noteworthy that two interview 
participants said that they were not certain whether observed movement patterns could be 
attributed to witnessing domestic violence or were related to other factors in the lives of the 
children.  None of the interview participants said however that movement patterns were 
individual and unique to each child.   
In the researcher’s own clinical experiences with children who have witnessed domestic 
violence Space has been an important element of the children’s movement patterns.  She 
observed that children whose use of Spatial engagement was limited or whose relationship issues 
were manifest in their relationship to Space, issues overall with Space. In terms of interpersonal 
distance, children often showed preferences at the extremes of the continuum; either clinging to 
the therapist or distancing themselves as much as possible, with limited approach. 
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5.3.3 DMT Methods/Techniques 
 
The themes of safety and boundaries and engagement in the therapeutic relationship 
appeared far more important to the interview participants than any specific methods or 
techniques. Responses in this area included the importance of the therapist providing clear 
structure responsive to the children’s need in supporting them in the session. In regards to 
specific methods/techniques that therapists implement with children who have witnessed 
domestic violence shared responses included the facilitation of turn-taking, a focus on 
developing gross motor skills, and relaxation. The focus on gross motor skills and overall motor 
coordination issues was addressed by the participants as being relative to dysregulation; possibly 
caused by anxiety and disruption of support at critical periods of motor learning in 
developmental milestones. Some of the interview participants discussed briefly specific activities 
that they use, which included freeze-dance to support self-modulation and to facilitate turn-
taking. Two of the participants made reference to the work of Rena Kornblum, with regard to 
establishing boundaries by using imagined space bubbles and props. Mirroring was mentioned 
by one of the interview participants and “following the leader” was mentioned once by another 
participant.  Such statements reflecting the implementation of methods/techniques include: 
“The biggest thing I use in the session with the children is being here and now and    in 
the moment with them, so that they have a positive experience in the setting, right here 
and right now. It’s about not looking at where they are coming from or where they are 
going to or what’s going on, but just having a positive experience in this moment.”  
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Another response which describes the importance of such techniques as freeze-dance was: 
           “ I do a lot of freeze-dance with the children: freeze-jump, and freeze moves. I have them 
get out of control and then freeze, then they move again and then freeze. Because so 
many of the children are so hyperactive, this is helpful for them. I know that the 
hyperactivity is so they don’t’ have to feel.” 
5.3.4 Clinical Implications 
 
 
 The interview participants perceived DMT to be a significant and beneficial form of 
therapeutic support, which supports the empowerment of children who have witnessed domestic 
violence.  The therapeutic relationship itself is the primary agent of therapy.  
 “ With the kids, I always try to find them and meet them where they are…with the kids 
there is even more of a responsibility to do this, because they are often not met where 
they are. They are so many other issues and factors surrounding the dv ( domestic 
violence). If the children were being met where they are, the adults around them would 
not be doing what they are doing. Sometimes the parents get so invested in what the other 
parent is doing, that they are often not invested in what is best for their child.” 
 DMT was also perceived to be an important approach because it is a body-based form of 
treatment.  As described by a participant, “So much of the children’s experiences are in their 
bodies…domestic violence is on the body: it is bodily damage.” DMT supports children who 
have witnessed domestic violence in that they can be nurtured, without being forced to re-
experience the trauma. As one participant shared, “It (DMT) supports the child by giving them 
the opportunity to express what they have seen  in a non-judgmental manner and to give them 
alternatives… to know that its ok to express how they feel.” 
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5.3.5 Limitations of the Study  
 
 
 The limitations of the study include a small sample size of 4 participants. All of the 
interview participants in this study were female. A limitation of the study may have been the 
interview process itself. The interview guide that was used in this study was developed by the 
researcher for the purpose of this study. The questions were open-ended inquiries about the 
therapist’s perspectives on and practice with children who have witnessed domestic violence, in 
the general categories of movement patterns, therapeutic relationship, and techniques/methods.  
The researcher was non-directive and did not probe the participants during their responses, so the 
full development of responses was not always obtained. At times, redirection of the participants 
to the interview questions may have yielded more thorough answers. It is the researcher’s 
perspective that as a novice interviewer and student therapist interviewing senior therapists she 
was reluctant to provide direction that may have been useful.  
 A general, open-ended question was asked about the common movement patterns. This 
question may have been too broad. More specific questions related to movement patterns may 
have generated responses that involved more elaboration.  With regards to movement patterns, 
the two participants noted uncertainty that the movement that they observed was a result of the 
child’s witnessing of domestic violence. It is important to consider this information and to have 
awareness that the information provided in this study, can not generalize an entire population of 
children. In addition to this, it can not be generalized that the statements that were made by the 
participants are representative of all of the DMT’s that provide services for children who have 
witnessed domestic violence.  
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5.3.6 Implications for Future Research  
 
 
 The study has provided further understanding of DMT support for children who have 
witnessed domestic violence. Future survey studies that use in-person interviews and probe for 
more direct, specific responses may provide further information. A diversity of participants 
including men as well as DMT’s from different locations outside of the Philadelphia greater 
region may also be an area of further exploration. An observational study may be a useful 
follow-up to this study to see if it is possible to discern how issues related to the experience of 
witnessing domestic violence might be manifest in the movement patterns of child witnesses. 
This information could help focus DMT therapeutic support and provide additional evidence in 
advocating for the use of DMT with these children. As a complement to the verbal interview, the 
interview process might include viewing a video taped session of the therapist’s clinical work 
with a child.  This could serve as a joint point of reference during the interview for further 
elaboration of discussion, a means for clarification of the interview content for the researcher. 
The video could be revisited throughout the interview to make note of countertransference 
responses, to label specific interventions, or provide an example of a technique.  
It was unanticipated that the participants would give such detailed and lengthy responses 
about their experiences of countertransference. It is evident, as discussed earlier, that this is a 
major factor for therapists who work with children who have witnessed domestic violence. Due 
to the nature of the responses to this question in the interview, countertransference is clearly an 
area that needs to be investigated further. It is recommended that the experience of 
countertransference and its management in working with children who have witnessed domestic 
violence be a future area of research.  
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The researcher could inquire about demographic information pertaining to the  children 
with whom the interview participants  work with: including socioeconomic status, ethnicity, etc. 
As domestic violence crosses all levels of culture, socioeconomic status, age, and ethnicity, it 
would be interesting to investigate about the demographics of the children. The DMT’s 
documentation and further discussion about other factors about surround domestic violence and 
affect the children, such as poverty, substance abuse, and mental health issues, would open up 
more discussion about how to fully support the child. The mentioned areas of inquiry would 
encourage more discussion and create the opportunity for further detailed exploration of this 
population. It would also encourage the therapists’ to engage in the treatment of the child with a 
more enhanced and global perspective.                              
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                      CHAPTER 6: SUMMARY AND CONCLUSIONS 
 
               The overall purpose of this study was to describe how dance/movement therapists who 
work with children who have witnessed domestic violence perceive, observe, and understand the 
issues of these children, particularly as manifest in movement, the therapeutic movement 
relationship and the dance/movement therapy process and methods through which the therapists 
provide therapeutic support. The study employed a survey design in which the researcher 
interviewed four dance/movement therapists who currently work with children who have 
witnessed domestic violence. The researcher attempted to address the following research 
question: “What is the clinical understanding and self-reported practice of dance/movement 
therapists who are engaged in working with children who have witnessed domestic violence, 
particularly with regards to the child’s movement patterns, the therapeutic movement 
relationship, and dance/movement therapy methods?” 
Throughout the participant responses to questions in this verbal survey study, the theme 
of the management of countertransference was clearly the most prevalent theme expressed by the 
participants. The responses surrounding this theme were candid, detailed, lengthy, and often 
emotionally charged. The responses often involved personal as well as professional self-
disclosure from the participants and is explanatory of the intensity and length of the response. All 
of the participants expressed an awareness of the impact of the countertransference on their work 
and their lives and expressed a dedication to engaging in self-care as a recuperative and 
preventative measure. 
The emerging themes of safety and boundaries were threads in the responses to 
answering the research question and appeared throughout the interviews. DMT supports these 
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emerging themes in a unique manner that is different from other treatment approaches. As many 
children have difficulty in expressing the trauma that they have witnessed verbally, DMT as a 
body-based treatment with a non-verbal approach can support children to feel safe in self-
expression without judgment. The intensity, meaning and power of DMT with children who have 
witnessed domestic violence, speaks to the fact that the therapeutic relationship is very 
meaningful and complex. It is evident that this work is very challenging, although it is very 
rewarding. A participant describes the overall experience as, “I feel so honored to be a support 
person in these children’s lives. It’s a reciprocal relationship: Yes, I do give a lot of myself to 
them. They in return give me the amazing gift of sharing their stories.” 
This thesis has provided an opportunity to further investigate the clinical understanding 
of DMT’s and their work with children who have witnessed domestic violence. The results 
are indicative of the diversity and similarity in the treatment approaches that are implemented 
by the therapist, the common movement patterns observed in the children, along with the 
influence of the therapists’ personal experiences and management of countertransference. 
The findings of this study conclude that therapists perceive dance/movement therapy to be a 
supportive and important form of treatment for children who have witnessed domestic 
violence. The data collected in this study from the interviews will enhance understanding 
about children who have witnessed domestic violence and dance/movement therapy support 
for these children. It is the hope of the researcher that DMT can provide an enhanced 
understanding and awareness about this population and make valuable contributions to the 
support of these children.  
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Appendix A: Email Recruitment Message 
 
 
Dear (dance/movement therapist name) , 
 
 My name is Amy Sorrento and I am a graduate student in Drexel University’s 
Dance/Movement Therapy Program. I am conducting a study for my thesis requirement, which is 
entitled: Dance/Movement Therapy Support for Children who have Witnessed Domestic 
Violence: Therapist Perspectives 
 
            I am planning to interview dance/movement therapists’ in the Greater Philadelphia region who 
are currently providing therapeutic support for children who have witnessed domestic violence. 
Ellen Schelly Hill, Director of Dance/Movement Therapy Programs at Drexel, will be listed as 
the primary investigator of this study. Your participation will contribute to identifying an 
emerging body of knowledge that addresses dance/movement therapy support for children who 
have witnessed domestic violence. All of your responses will remain anonymous and will be 
kept confidential. No identifying information will be gathered during the interview process.  
 
I have contacted you because dance/movement therapy professionals, faculty, and supervisors, 
with whom I have inquired, have identified you as someone who is practicing in a setting likely 
to involve therapeutic encounters with children who have witnessed domestic violence.  I will 
phone you to discuss this study further, answer questions, and determine your interest in and 
eligibility for study participation. Please let me know if there is a best time to reach you. After 
we talk, I will schedule an interview time and place with you if you meet participation criteria 
and are interested in participating in the study.    
 
Thank you for your consideration. I look forward to speaking with you. 
 
 
Sincerely,  
 
 
Amy Sorrento 
MA Candidate, Dance/Movement Therapy Program 
Drexel University 
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Appendix B: Phone Recruitment Script 
Hi, my name is Amy Sorrento and I’m a graduate student in Drexel’s Dance/Movement Therapy 
program. I am calling in reference to the email message that I sent
 
 to you about my thesis study.  
I am conducting a survey study in which I plan to interview dance/movement therapists who 
provide therapeutic support to children who have witnessed domestic violence.  I would like to 
review the study participation criteria with you and answer any questions you may have to 
determine whether you are eligible and interested in participating in the study. If so, at the end of 
our conversation, I will schedule a time to interview you in person at a later date.  
Participants in this study must meet the following criteria: 
• Completion of a Masters degree from an ADTA Approved Dance/Movement Therapy 
Program or be credentialed as a DTR or ADTR. 
• Current involvement in dance/movement therapy clinical work with children who have 
witnessed domestic violence, in which 25% or more of your caseload is composed of this 
population.  
• Willingness to participate in an audio-recorded, verbal interview. 
 
            Interviews will be about 50 minutes in length and will consist of questions about the 
understanding you’ve gained through your dance/movement therapy clinical practice about 
children who’ve witnessed domestic violence and the nature of the dance/movement therapy 
relationship and your methods with these children. I will ask you not to share specific 
information about your clients.  I will send you an interview guide prior to the interview that you 
may review if you’d like. I will audiotape the interview and will destroy the recording once I’ve 
completed data analysis for the study. All of your responses will remain anonymous unless you 
indicate that you prefer to have your name identified in the study results. No identifying 
information will be gathered during the interview process. 
 
Do you have any questions?  
 
Do you meet the participation criteria? 
 
Are you willing and interested in participating in the study ?  
 
I can schedule a time and place for the interview that is convenient for you. Rooms are available 
on the Drexel University campus, however, I’m willing to travel to your office or another site if 
you prefer. (negotiate time and place)  
 
     ●   date  ____________________________ 
     ●   time ____________________________  
     ●   location ________________________ 
 
Thank you for your interest in participating in this study.   I look forward to meeting with you.                                
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Appendix C: Interview Guide 
 
1) How long have you been practicing as a dance/movement therapist? 
2) How long have you been providing treatment for children who’ve witnessed domestic 
violence?  
3) How did you become involved in working with children who have witnessed domestic 
violence? 
4).   In what type of setting do you currently work with this population? What percentage of 
your case load in this setting consists of children who have witnessed domestic violence? 
5).  How many times per week do you typically provide dance/movement therapy to the 
children?  
6). Do you work with the children in an individual or group setting? 
      7). Describe the structure of a typical dance/movement therapy session. What is the     length 
of each session ? 
      8). Have you observed any characteristic movement patterns in the children with whom you 
work? 
      9).Tell me about the techniques that you implement when working with this 
         population of children. 
     10). What is the nature of the therapeutic movement relationship?  
     11). Are there common themes that emerge in the course of the sessions? How do you    work 
with these themes?  
     12). What are examples of short-term and long-term goals that you have addressed? 
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     13). Are there countertransference issues that make this work difficult?  How do you manage 
this?  
     14). How do you feel that dance/movement therapy supports children who have witnessed 
domestic violence?  
     15). Is there anything else that you think is important to share about your work?  
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                                              Appendix D: Consent Form 
                                                                    Subject’s Initials _______ 
                                                                                                                                      Page 1 of 5                 
                                              
                                                                                                                                                                                                                                       
                                     Drexel University Consent to Take Part 
                                                    In a Research Study 
 
 
 
4) Subject Name __________________________________________________ 
 
      2.    Title of Research: Dance/Movement Therapy Support for Children Who have Witnessed 
Domestic Violence: Therapist Perspectives. 
 
3. Investigator’s Name: Ellen Schelly Hill, Principal Investigator. 
                                                 Amy Sorrento, Co-Investigator 
 
4. Research Entity: Drexel University 
 
5. Consenting for Research Study: 
             This is a long and important document. Upon signing this document, you authorize  
             Drexel University and its researchers to make you the subject of research study.  
After carefully reading this consent form, you may take a copy to discuss it with        your  
family  member(s), attorney, and/or any other relevant party before signing it. Do not sign 
unless you are comfortable participating in this study. 
 
6. Purpose of Study: 
            You are asked to participate in a research study. The overall purpose of this survey    
study is to describe how dance/movement therapists who work with children who    
have witnessed domestic violence perceive, observe, and understand the issues of   
these children and the dance/movement therapy process and methods the therapists’  
use to provide therapeutic support.  
 
The co-investigator is a graduate student at Drexel University. The research is        
              being done in partial fulfillment of a Masters in Dance/Movement Therapy. 
 
You have been asked to take part in the study because you have identified yourself   as 
meeting the following participation criteria:  
 
• Completion of a Masters degree from an ADTA Approved Dance/Movement 
Therapy Program or credentialed as a DTR or ADTR. 
• Current involvement in dance/movement therapy clinical work with  children who  
have witnessed domestic violence, in which 25% or more of   
       your caseload is composed of this population.  
•  Willingness to participate in an audio-recorded, verbal interview. 
                                
A total of four dance/movement therapists’ will be recruited for this study. You     may 
choose not to participate in this study or may withdraw anytime you wish.  
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                                                                                                                 Subject Initials ________       
                                                                                                                                          Page 2of 5    
 7.  Procedures and Duration:      
      You understand that you will be participating in the following research procedures: 
 
      Informed Consent: 15 minutes 
      The informed consent procedure in which you are engaged will take 15 minutes to   
      complete The researcher has reviewed the study purpose, procedures, supports for 
confidentiality, limits of confidentiality, and your rights as a research participant with you. The 
researcher has explained the consent form in detail and addressed any      questions or concerns 
you have. The researcher has provided you with two copies of this  consent form, which outlines 
in detail what was explained by the researcher. The researcher has asked you to review the 
consent form and will ask you to repeat in your own words your understanding of participation 
in this study. If you understand the study, are interested  and willing to participate, you will 
then be asked to initial each page of the consent form and sign both copies. Each form will be 
signed by the researcher as well. The first copy will be given to you for you records and the 
other copy will be stored in a locked, secure file in the Drexel University Creative Arts in 
Therapy Department. If you feel uncomfortable with any part of the study or do not agree with 
or understand the study, the researcher will ask you not to proceed with the study.  
 
      Interview: 50 minutes 
      You will participate in an interview procedure in which the researcher will ask open- 
      ended questions about your observations and perceptions from your dance/movement  
      therapy practice with children who have witnessed domestic violence, the nature of the 
therapeutic movement relationship, and dance/therapy methods you employ in this       work. 
You are asked not to discuss specific children. The researcher will also inquire about your 
response to and management of countertransference. You have previously received an 
Interview Guide which outlines anticipated interview questions. The interview will be a 
responsive process that allows for emerging content and clarification and elaboration of 
responses. The interview will be audio recorded and later transcribed.  
 
 8. Risks and Discomforts: 
      There are minimal risks involved in participation in this study. There may be some  
      discomfort of the sort that arises in any interview process. A possible source of stress    may be 
stimulation of vicarious traumatization distress that previously occurred as a result of working 
with these children. Participants will be advised in the beginning of the interview that they can 
refuse to answer any questions, stop, or discontinue the interview. There is some risk to 
confidentiality, as the interview will be audio-recorded.  However, the interview material is not 
of a sensitive nature. The researcher will take steps to  protect your privacy if you are interested 
in remaining anonymous. The audio recordings and transcripts will be stored in a locked file 
drawer in the Creative Arts in Therapy Department; the recordings and transcripts of those 
who wish to remain anonymous will be stored without identifying information.  Both will be 
destroyed upon completion of data analysis. In written reports or public presentations of the 
study you will be identified by interview number and as a professional dance/movement 
therapist working with children who have witnessed domestic violence unless you indicate in 
the  
       confidentiality section of this form your interest in being identified by name in the   study.  
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                                                                                                                Subject Initials ________ 
                                                                                                                                         Page 3 of 5 
 
 
9. Unforeseen Risks: 
      Participation in this study may involve unforeseen risks. If unforeseen risks do occur, the  
      researcher will notify the Office of Research at Drexel University. 
                                                                                                                                                                                                               
10. Benefits: 
      There may be no direct benefit to you participating in this study. 
 
11. Alternative Procedures: 
      The alternative procedure is to not participate in this study. 
                                                                                                                       
12. Reasons for Removal from the Study: 
      You may be required to stop the study before the end for any of the following reasons: 
● If all or part of the study is discontinued for any reason by the investigator or university 
authorities. 
●If you are a student and participation in the study is adversely affecting your academic 
performance. 
●If you fail to adhere to requirements for participation established by the researcher.                                                                                                                                                                                                                                                      
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
13. Voluntary Participation: 
Volunteers: Participation in this study is voluntary, and you can refuse to be in the    study or 
stop at any time. There will be no negative consequences if you decide not to  
       participate or stop. 
 
14.  Reimbursement: 
       There is not reimbursement for this study. 
 
15. Responsibility For Cost: 
The co-investigator is responsible any costs that arise from this study.  You will not   incur any 
costs for participating in this study. 
 
16. In Case of Injury: 
      Treatment for Injury: 
       If you have any questions or believe you have been injured in any way by being in this research 
study, you should contact Ellen Schelly Hill at telephone number (215) 762- 7851. However, 
neither the investigator nor Drexel University will make payment for injury, illness, or other loss 
resulting from your being in this research project.  If you are injured by this research activity, 
medical care including hospitalization is available, but may result in costs to you or your 
insurance company because the University does not agree to pay for such costs.  If you are 
injured or have an adverse reaction, you should also contact the Office of Regulatory Research 
Compliance at 215-255-7857. 
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17. Confidentiality: 
       In any publication or presentation of the research results, your identity will remain     
       Confidential. There is a possibility that records which identify you may be inspected by the 
institutional review board (IRB), or employees conducting peer review activities. As a 
participant in this study, you consent to such inspections and to the copying of excerpts of your 
records, if required by any of these representatives.  
 
                                                                                                       
18. Other Considerations:    
If new information becomes known that will affect you or might change your decision to   be in 
this study, you will be informed by the investigator. If you have any questions at        time about 
this study or your rights as a research participant, you may contact Ellen 
      Schelly Hill, Director of Dance/Movement Therapy Programs at (215) 762-7851. 
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19. CONSENT:                                                                                        
● I have been informed of the reasons for this study. 
● I have had the study explained to me. 
● I have had all of my questions answered. 
● I have carefully read this consent*form, have initialed each page, and have    
received a signed copy. 
● I gave consent/permission* voluntarily. 
 
 
 
 
 
Subject or Legally Authorized Representative                                           Date 
 
 
 
 
 
Investigator or Individual Obtaining this Consent                                    Date 
 
 
 
 
List of Individuals Authorized to Obtain Consent 
 
Ellen Schelly Hill           Principle Investigator          (215) 762-7851          (215) 762-7851 
Name      Title                         Day Phone #            24 Hr Phone # 
Amy Sorrento                Co-Investigator                     (610) 506-9122          (610) 506-9122 
 
 
 
 
 
 
 
 
 
